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ABSTRACT
The prim ary purpose o f this study was to investigate the construct o f  caring 
in the helping professions and to develop an instrument to measure the affective 
component o f  caring in the specific context o f professional nursing. The study 
involved development o f a conceptual framework for the construct o f  caring, 
instrument development, and examination o f validity evidence using multiple criteria.
The sample for this study included 421 registered nurses employed in randomly 
selected acute care settings. Each participant completed the Caring Inventory for 
Nurses (CI-N) which included 40 items representing four hypothesized dimensions: 
receptivity, responsivity, moral/ethical consciousness and professional commitment. 
Seven instruments were used to examine criterion-related validity of the CI-N . These 
included the Caring Ability Inventory (Nkongho, 1990), the Client Perceptions o f 
Caring Scale (McDaniel, 1990); Questionnaire Measure o f  Emotional Empathy 
(Mehrabian & Epstein, 1972); the Commitment Scale (Alutto, Hrebiniak, & Alonso, 
1973); the Nurturance and Aggression scales o f the Personality Research Form 
(Jackson, 1974); and the Short-Form o f  the Rokeach Dogmatism Scale (Troldahl & 
Powell, 1965).
The results of the factor analyses suggested that a four-factor solution best 
represented the data. This solution accounted for 39.5% of the variance in the data. 
A total o f 31 items were retained. Alpha reliabilities for the subscales ranged from 
.57 to .79 and test-retest stability coefficients ranged from .60 to .81. Criterion 
measures were significantly correlated ( p <  .01) with subscales of the CI-N.
xi
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Significant differences (p < .0 0 1 ) were found between peer-designated 
individuals high in caring and those not designated as such by peers. Correlations 
between subscales of the CI-N  and mean scores from client perceptions o f caring by 
the nurse were also significant for two the responsivity ( r= .8 0 ;  g C .O l)  and 
professional commitment ( r=  .41; g <  .05) subscales.
The results o f this study provide evidence that caring is a  multidimensional 
construct and findings support the relationships hypothesized betw een subscales and 
constructs conceived to be a part o f  the nomological network o f  caring. The 
relationship between caring affect and caring behavior is supported through peer 
judgm ents and client perceptions. Implications for theory developm ent and 
methodological considerations are also discussed.
xii
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CHAPTER 1: INTRODUCTION 
Human caring as an essential component of the helping professions has received 
increased attention during the past decade. Sarason (1985) acknowledges there was 
a time when it was assumed that anyone who chose a career in the helping 
professions was "called" to do so and possessed the affective characteristics 
associated with caring. Benner and Wrubel (1989), in fact, cite caring as the 
enabling condition o f any practice. Considering the powerful nature o f this notion, 
little research has explored its legitimacy.
Scientific and technological advancements in recent years have fostered dramatic 
changes in the knowledge base for most practice disciplines. Health care personnel 
have encountered an explosion o f new methods o f diagnosis and treatment which 
require extensive knowledge and skill in the use o f  sophisticated diagnostic and 
monitoring equipment. This has resulted in an increased emphasis on cognitive and 
psychomotor skills, with relatively little attention devoted to the affective domain.
This situation has created concern for many observers who fear that caring 
is no longer valued (Moccia, 1988; Leininger, 1984; Reverby, 1987). Reverby (1987) 
laments the central dilemma in nursing today as the order to care in a society which 
refuses to value caring. Reilly (1989) notes that the affective component o f  all 
helping professions is currently being addressed after realization that technology has 
not only failed to solve society’s problems, but in many cases has created additional 
concerns. Changes in societal values toward a more materialistic orientation have 
also contributed to concern about a lack o f  caring role models in American society
1
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and within professional disciplines (Brofenbrenner, 1977; "No time", 1988). Gordon 
(1991) notes the profit and performance concerns of the marketplace that have 
invaded the caring sector. Noddings (1990) has expressed concern that efforts to 
create a professional image for nursing have resulted in pressure to de-emphasize 
dimensions o f  altruism, service and commitment (former trademarks o f  a profession) 
and to increase emphasis on pursuit of power and prestige.
Leininger (1984) characterizes both humanistic caring (subjective feelings, 
etc.) and scientific caring (activities based on tested knowledge) as necessary in order 
for helping professionals to function effectively. Reilly (1989) notes that a  practice 
being both scientifically and humanistically based may sound incompatible. Science 
focuses on similarities, generalizations and predictions, while the hum anities are 
concerned with values and uniqueness o f  responses. Rosenbaum (1986) recognizes 
that research is needed to clarify whether true caring requires both the attitudinal 
component as well as the activity component.
While instruments have been developed to measure constructs related to 
caring (i.e. empathy, altruism, etc.), these instruments do not encom pass the 
multidimensional nature o f caring in a professional context. A lthough caring is 
involved in most helping professions including teaching, medicine, social work and 
nursing, measurement o f  this construct is markedly limited.
This study proposed a conceptual model of caring for the helping professions 
which differentiates caring into affective, cognitive and behavioral components. 
While the model is considered germane to all helping professions (including
R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
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teaching, social work, counseling and nursing), it is recognized that specific elem ents 
of caring vary according to the specific professional context. This investigation 
explored the model in the specific context o f  the professional nursing and proceeded 
with development o f an instrument which measures the subjective, affective 
component of caring in the context o f professional nursing.
Theoretical Perspectives 
The study o f  the construct o f  caring is an emerging field o f  investigation and 
theories o f  caring have only recently been addressed in the literature. Caring has 
been viewed as a natural state o f  human existence and a motivator for helping 
behaviors (Gadow, 1987; Leininger, 1984; Watson, 1989). Leininger’s (1984) 
definition o f caring includes a variety of behaviors ranging from nurturant activities 
within a family to specific therapeutic nursing interventions. There has been little 
attention given to clarification o f  differences between generic caring and professional 
caring. Leininger (1984) defines caring in a generic sense as "those assistive, 
supportive, or facilitative acts toward or for another individual with evident or 
anticipated needs to ameliorate or improve a human condition or lifeway" (p .9).
A struggle with semantics has permeated the literature related to the construct 
of caring (Barnum, 1990; Gaut, 1981; Leininger, 1984). The literature reflects a 
multiplicity of definitions of the terms care and caring and these terms are often used 
interchangeably. Valentine (1989) notes that caring is context-specific: and the 
meaning o f  caring may vary depending upon the group involved.
R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
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Likewise, little distinction has been m ade between lay-caring and caring from 
a professional standpoint. Kitson and Phil (1987) note that caring in either context 
requires commitment, respect for others and appropriate knowledge and skills. They 
assert that the lay-carer is more likely to value the care recipient due to close 
personal ties (usually family) and is, therefore, better able to respond to emotional 
needs. They further note that professional care is required when the lay-carer lacks 
commitment or the knowledge and skills to adequately provide care (Kitson & Phil, 
1987).
While individuals involved in lay caring may share some commonalities with 
professional caregivers, it is apparent that caring within a professional context 
presents notable differences in motives w hich require exploration. Most caring 
professions allude to caring for others as a basic tenet for practice, but few have 
explored the process or context by which this occurs.
A number o f theoretical perspectives related to professional caring have 
em erged in the nursing literature. In addition, other disciplines have become 
involved in the study o f  caring and caregiving by lay persons. Fry (1990) has 
grouped conceptual models o f  caring found in the literature into three types: cultural, 
feminist, and humanistic. A brief description o f  each o f  these types o f models 
follows.
Leininger has focused on cultural meanings o f  care to develop a theory of 
cultural care diversity and universality (Leininger, 1980; 1988), which exemplifies 
the cultural models. This theory is based on anthropological and sociological studies
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
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and purports caring as a universal trait, but acknowledges many care/caring practices 
as culture-specific, with the idea that each culture has diverse meanings attached to 
the term caring and to caring practices. By investigating cultural care diversity, one 
can then examine universal beliefs about caring. Although these three theories appear 
to be the most comprehensive available in the literature, research findings appear to 
be derived primarily from qualitative studies.
The feminist model is best represented by the work o f Nel Noddings and is 
based on ethics and social psychology. Noddings (1984) maintains that caring is 
essentially an attitude, and is derived from the feminine perspective, grounded in 
receptivity, relatedness and responsiveness. Those who subscribe to the feminine 
perspective view caring as related to choices based on ethics and values, and 
presume that caring can be learned and nurtured (Gaut, 1991).
Jean W atson’s theory o f human care is based upon caring as a humanistic and 
interpersonal process (Watson, 1985). In outlining carative factors resulting in 
satisfaction o f  human needs, Watson emphasizes the emotional, psychosocial, moral 
and spiritual aspects o f caring. She acknowledges that caring begins as an attitude, 
which develops into a commitment and is manifested by concrete acts (Kozier, Erb 
& Blais, 1992).
Although developed as a part o f the premise that nursing is the "science o f 
caring", W atson’s (1985) theory may also be useful to other helping professions. 
Critics o f this theory note the unrealistic expectation that health care professionals
R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
could develop such in-depth interpersonal relationships with every client 
(Dunlop, 1986).
Conceptualizations o f  Caring
A num ber of other researchers have offered conceptualizations o f  the 
construct o f  caring. Morse, Solberg, Neander, Bortorlf, and Johnson (1990) note that 
there is no consensus regarding definitions o f caring, com ponents o f  care o r the 
process o f caring and that "examination o f the literature only increases confusion" 
(p .2) about the concept o f  caring and its relationship to the practice o f  nursing.
M any conceptual models o f caring differentiate the attitude o f caring and the 
activity o f caring (Barnum, 1990; Gaut, 1981; Hult, 1979). Caring "about" implies 
an attitude o r affective state o f  mind characterized by a sense o f  concern and regard 
for an individual. Caring "for" indicates the taking o f responsibility for, or providing 
for, an individual by the use o f specific knowledge or skills.
M any authors agree that caring motivates and provides the basis for nursing 
actions (Barnum  & Wrubel, 1989; Carper, 1979; Gadow, 1987; Griffin, 1983; Hult, 
1979; Leininger, 1984; Noddings, 1984; Roach, 1984). Authors from other 
disciplines examining informal caregiving have also identified the affective 
component o f  caring as a precondition to caregiving (Pearlin, M ullan, Semple, & 
Skaff, 1990).
Pearlin, Mullan, Semple and Skaff (1990), in their work related to informal 
caring and caregiver burden, distinguish between caring and caregiving. They define
R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
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caring as the affective component o f one’s commitment to helping another and 
caregiving as the behavioral expression o f  that commitment.
Barnum (1990) acknowledges that it is possible for one to feel concern and 
fail to initiate activity and also to go through the motions but feel indifference. The 
question becomes one o f  quality of performance resulting when helping professionals 
care about the recipients o f their service.
It is apparent from review of theoretical perspectives that there is considerable 
ambiguity related to the construct o f caring. Variations in definitions o f  caring seem 
to have delayed inquiry into the relationship between the affective and the behavioral 
components o f  caring. In addition, and importantly, appropriate studies to support 
current theories o f  caring have not been initiated due to the absence o f adequate 
measurement instruments.
Conceptual Framework Guiding This Study 
This study incorporates the views found in current theoretical 
perspectives that human caring is present in all individuals to some extent. It 
is suggested that caring in specific professional contexts requires additional 
attitudes and values not necessarily inherent to all human caring.
The conceptual model shown in Figure 1 depicts human caring as a 
necessary condition for effective caregiving to occur in context-specific 
situations. The idea that caring is context-specific and varies according to the 
particular group involved is supported by some researchers (Fry, 1989;























Valentine, 1989). This conceptual model depicts human caring as integral to 
both personal and professional contexts.
The circle of those to whom an individual is responsive may be confined 
to a specific context. For example, an individual may be responsive to the needs 
of family members within a personal context, but not to those outside this 
context. A nurse, likewise, might be very responsive to the needs o f  an 
individual in a nursing context, but lack similar sensitivity to the needs o f  the 
individual outside of the health care context.
Personal contexts include caring relationships within families or other 
social groups. Professional contexts requiring caring relationships include 
traditional helping disciplines such as nursing, teaching, social work and others. 
Essential attitudes and values may vary depending upon the professional context.
Figure 2 depicts the conceptual model o f caring within the nursing 
context upon which this study is based. This model envisions caring in the 
professional context as consisting o f cognitive, affective and behavioral 
components. It is acknowledged that life experiences with caring and being 
cared for will likely influence the affective orientation o f  the professional 
caregiver.
These affective components o f caring, which include receptivity, 
responsivity, moral/ethical consciousness, and professional commitment, are 
thought to be interactive with knowledge and skills acquired through the 
cognitive domain. While values and attitudes motivate the acquisition of



































Figure 2. Proposed Conceptual Model o f Caring








knowledge and skills, knowledge may reinforce or modify attitudes and values. 
Affect, when combined with subject-specific knowledge and psychomotor skills, 
should result in effective caregiving behaviors within the nursing context.
Receptivity is characterized by warmth, interest, concern, empathy and 
sensitivity to others. The responsive individual is one who is nurturing, 
supportive, compassionate, and altruistic. Moral/ethical consciousness is 
characterized by respect for others, acceptance, tolerance and the tendency to 
take responsibility for on e’s own actions and for the welfare o f  others. 
Professional commitment is evidenced by responsibility, persistence and 
endurance in using specialized knowledge and skills to assist others.
Caregiving behaviors are viewed as those activities in the work setting 
which are motivated by the affective component of caring and which utilize 
specialized knowledge and skills designed to assist others in meeting their needs. 
W ithin the nursing context this implies assisting clients in meeting health care 
needs while maintaining individual dignity.
Provided a supportive professional environment exists, it is presumed that 
effective caregiving will facilitate positive affective, cognitive and behavioral 
outcomes for clients. The positive outcomes serve as feedback to reinforce 
affective and cognitive factors in the nurse. Ineffective caregiving behaviors, 
which may result in less than positive outcomes, serve as motivation for altering 
knowledge, skills or affect. A caring attitude is, therefore, considered a 
necessary (but not sufficient) condition for effective performance in the helping
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professions. This study involves development o f an instrument which is 
designed to measure the affective component o f caring (conceived as a 
constellation o f attitudes and values) which characterize human caring in the 
specific context o f  professional nursing. The dimensions o f a caring affect 
addressed by the instrument include receptivity, responsivity, moral/ ethical 
consciousness, and professional commitment.
These areas reflect the attitudes and values associated with caring in the 
existing literature and include the inclination to be sensitive and attentive to the 
needs o f  others, the tendency to offer assistance when needed, a moral sense o f 
fairness and respect for others, and a feeling of responsibility and dedication to 
helping others.
Instrument development includes appropriate construct validation. 
Although construct validity was introduced as an alternative validity procedure 
to be used when other measures were unavailable for comparison (Cronbach & 
Meehl, 1955), it has more recently evolved as the integrated whole o f validity 
(Messick, 1989; Shepard, 1993). As the whole of validity, construct validation 
requires collection o f evidence from multiple sources in order to determine the 
implications o f the test scores for use in particular situations.
This study examines the extent to which the content o f items reflects the 
affective component o f caring as defined in the conceptual framework, explores 
the structure o f the items responses through observation o f  intercorrelations o f 
items and subscales and factor analyses, and investigates the relationship
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between components of caring and related constructs. Internal consistency 
reliability and stability coefficient. are included as a part o f  construct validation 
as reliability sets limits on validity. As suggested by Messick (1989), construct 
validation also includes discussion o f  implications and consequences o f 
instrument development.
Statement o f the Problem 
The study o f  the construct of caring is an emerging field o f investigation 
and theories of caring have not been well articulated. Validation of the 
importance o f  caring to the effective practice o f any o f  the helping professions 
remains rather obscure. Although caring has been described as the essence o f 
nursing (Leininger, 1984), there is little research which has explored the 
substantive nature o f  caring within the nursing context. While the literature 
reflects a number o f  perspectives on the construct o f  caring (Morse, Solberg, 
Neander, Bortorlf & Johnson, 1990) which include the affective domain as an 
integral component o f the caregiving process, there has been no systematic 
investigation o f the essential elements o f  the affective component of caring.
Jacobs and Huether (1978) note that theory construction begins with 
concept definition and further development requires adequate conceptualization 
and operationalization o f constructs (Rew, Stuppy, & Becker, 1988). Most 
research studies related to caring have utilized a phenomenological approach and 
few attempts have been made to operationalize definitions of caring.
Research to confirm hypotheses related to the construct o f caring require
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valid and reliable measurement instruments. Few instruments are currently 
available which address the construct o f caring and none are known that cite 
systematic verification of validity and reliability. Construct validation requires 
confirmation of predicted relationships based on theory (Cronbach & Meehl, 
1955). This study addresses the need for a valid instrument to explore the 
affective components o f the construct o f caring in the nursing context.
Statement o f Purpose 
The primary purpose o f this investigation was to develop an instrument 
which reflects hypothesized dimensions o f the affective component o f caring in 
the context of nursing and to examine initial validity and reliability 
characteristics o f the instrument. Related to this purpose was the intent to 
explore the relationship between hypothesized dimensions o f  caring and other 
constructs conceived to be a part o f  the nomological network o f caring.
Significance o f  the Study 
The scientific study o f  any construct requires appropriate measurement 
methodologies and exploration of the conceptual and empirical bases o f the 
construct through ongoing research (Cronbach & Meehl, 1955). Although 
theories o f caring have been developed (Leininger, 1980; Orem, 1985; Watson, 
1985) and listings have been made o f characteristics and behaviors o f caring 
individuals (Koldjeski, 1990; Mayeroff, 1971; Rosenbaum, 1986; Wolf, 1986), 
little empirical evidence is available to validate current theoretical formulations 
o f caring. Development o f a conceptually and psychometrically sound
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instrument to measure the construct o f  caring is paramount to such 
investigations.
If  such an instrument were developed, then it could be used to explore 
relationships between caring and other phenomena and to validate the conceptual 
fram ework which led to its development. Evidence accumulated through studies 
using the instrument can provide support for developing and empirically 
exam ining theories o f  caring.
Many health professionals recognize and assume the importance o f the 
healing and nurturing effects o f  caring behaviors for patients (Drew, 1986). 
W hile these assumptions have long been held in the helping professions, there 
has been no empirical confirmation o f them. This study will assist with 
confirm ation o f  long-held assumptions regarding the essential nature o f caring 
in the helping professions.
In addition to implications for theory development, there are also applied 
implications for development of a valid and reliable instrument which measures 
the attitudinal component of caring. Such an instrument could be useful in 
career counseling and /or selection o f personnel in helping professions.
Research related to the effect o f  caring on client outcomes could also be 
addressed with this instrument. Additionally, research to develop and evaluate 
methodologies for developing caring attitudes in individuals would be 
facilitated.
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Definition o f  Terms 
For clarification, the principal terms o f this study are defined as follows:
Affective Characteristics are the qualities that represent typical ways of 
feeling which have direction, intensity, and a target. This definition is derived 
from Anderson’s (1981) discussion of affective characteristics.
Caring is considered the subjective feelings or attitudes which indicate 
that someone or something matters (Benner & Wrubel, 1990).
Caregiving refers to activities or behaviors which assist others in meeting 
their needs.
Professional Caregiving refers to activities or behaviors in the work 
setting which utilize specialized knowledge and skills to assist others to meet 
their needs.
Receptivity is the tendency o f an individual to easily form relationships 
and to be sensitive to the needs and feelings o f others.
Responsivitv is the tendency to be supportive, nurturing, and responsive 
to the needs o f  others.
Moral/Ethical Consciousness is the tendency to treat others with human 
dignity and respect and to take responsibility for one’s own actions and for the 
welfare o f  others.
Professional Commitment refers to following a consistent course in order 
to fulfill values and goals within a specific professional context.
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Research Questions
The conceptual framework which provided the basis for this study was 
derived from research on caring and psychological and sociological constructs 
related to caring. This study was directed toward development o f an instrument 
to measure caring in the helping professions and investigation o f validity and 
reliability characteristics of the instrument. Examination o f relationships 
between subscales o f the instrument and measures o f similar constructs was also 
completed. Since the study was developmental and exploratory, a set o f 
research questions was used to guide the study instead o f specific research 
hypotheses. Specific deductive hypotheses were not included because o f the 
lack of conceptual and definitional clarity o f the affective component o f  caring. 
Research questions which address construct validity are included in this section, 
followed by a rationale for each.
Question 1
What is the psychometric structure o f the Carina Inventory for Nurses 
(Cl-N)?
A  fundamental prerequisite to investigation o f construct validity is 
verification o f  the psychometric properties o f the measurement instrument. 
Review of descriptive characteristics o f  items is necessary including ranges, 
mean and variability of responses. In addition, responses should be examined 
for similarities among items designed to measure similar content and reliability 
should be examined as well.
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The conceptual framework underlying development o f the CI-N outlines 
four dimensions o f the affective component o f  caring. The Cl-N is composed 
o f items designed to measure these dimensions. The process of factor analysis, 
by clustering items which are related, allows extraction of underlying dimensions 
represented by items included in the instrument. Examination o f  psychometric 
properties o f items is useful in determining which items should be retained, 
revised, or eliminated.
Question 2
To what extent does the Caring Inventory for Nurses yield reliable data?
High reliability implies dependability, stability, and freedom from error. 
Consistency o f scores over tim e indicates that the construct measured is stable 
and is not susceptible to changes over time. In order for a measurement 
instrument to be useful, it must be shown that scores are not likely to deviate 
radically from one administration to the next. Analysis of test-retest data 
provides useful information concerning likelihood o f  the influence o f  random 
error on test scores.
High internal consistency indicates homogeneity o f  items. A coefficient 
o f internal consistency provides an estimate o f  how consistently respondents 
answer similar items. Several factors may influence these measures, including 
homogeneity o f the sample (likely to decrease reliability) and length o f the 
instrument (Crocker & Algina, 1986).
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Question 3
Is there a statistically significant relationship between self-report scores 
on the Carina Inventory for Nurses (CI-N) and the Caring Ability Inventory 
(CAI) (Nkongho, 1990)?
Caring has been conceptualized as an attitude which precedes the act o f 
effective caregiving in the helping professions. The CAI (Nkongho, 1990) was 
developed as an instrument for measuring the degree o f a person’s ability to care 
for others. It is the only instrument found in the literature which addresses the 
affective component o f caring.
Although the CAI was developed as a general measure o f  the ability to 
care rather than the specific context o f nursing, and there is no evidence of 
further exploration o f construct validity, it is expected that there will be a 
relationship between scores on the CAI and the instrument developed to measure 
the affective component o f  caring in the nursing context. The subscales o f the 
CAI (Knowing, Courage and Patience) seem to have little correspondence with 
the subscales o f  the CI-N, and no direct relationship between specific subscales 
is predicted.
Question 4
Is there a statistically significant relationship between scores on the 
Receptivity subscale o f the CI-N and self-report measures o f  empathy as 
measured by the Questionnaire Measure o f Emotional Empathy (QMEE) 
(M ehrabian & Epstein, 1972)?
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A caring relationship requires awareness o f the needs of, and a concern 
for, the well-being o f others. Understanding the subjective experience o f  
another is essential to effective caregiving. Kalisch (1973) describes empathy as 
the ability to enter the life o f another person and to perceive the feelings o f the 
other person and to understand their meanings.
Morse and others (1990) view caring as extending from an empathic 
feeling for the patient experience. Most researchers recognize empathy as a 
humanistic concept inherent to caring (Forrest, 1989; Graham, 1983; Koldjeski, 
1990; Leininger, 1984; Rogers, 1958; Sheston, 1990). Since empathy is 
regarded as an element within the affective component of caring, it is expected 
that a strong relationship exists between measures o f  empathy and measures o f  
caring.
Question 5
Is there a statistically significant relationship between scores on the 
Responsivity subscale o f  the CI-N and self-report scores on the nurturance scale 
of the Personality Research Form (PRF-NS) (Jackson, 1989)?
Caring about others in the professional context includes the tendency to 
respond to the identified needs o f others. Nurturance involves acting to benefit 
others through offering support and providing comfort and assistance. The 
altruistic tendency to offer this assistance to individuals outside a personal 
context is thought to be motivated by empathic concern or internalized ideas o f
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appropriate behavior. Thus, it is expected that a relationship exists between 
scores on measures o f  caring and nurturance.
Question 6
Is there a statistically significant relationship between scores on the 
Professional Commitment scale o f  the CI-N and commitment as measured by the 
Commitment Scale (CS) (Alutto, Hrebiniak, & Alonso, 1973)?
Caring in a professional context requires commitment to professional 
goals and to the profession itself. The caring individual in a helping profession 
will remain within the profession and will follow through with obligations made 
within the professional context.
Question 7
Is there a statistically significant relationship between self-report scores 
on the Moral/Ethical Consciousness subscale o f the CI-N and measures o f 
dogmatism as measured by a short form o f  Rokeach’s Dogmatism Scale (DS) 
(Troldahl & Powell, 1965)?
Individuals involved in helping professions encounter others whose 
beliefs are often different from their own. The caring person is perceived as one 
who is tolerant o f individuals who hold opposing beliefs or values.
The notion o f the dogmatic personality stems from research on the 
authoritarian personality (Kerlinger & Rokeach, 1966). Dogmatic individuals 
tend to have closed belief systems and are less tolerant o f beliefs and values 
which are different from their own. Individuals who score high on the
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dogmatism scaie have been described as highly defensive and stereotypic in their 
thinking (Plant, Telford, & Thomas, 1965), while low dogmatism scores are 
thought to indicate flexibility, openness, and emotional maturity (M addi, 1980). 
It is expected that a significant relationship will be established between the 
M oral/Ethical Consciousness subscale o f the CI-N and the Dogmatism Scale.
Question 8
Is there a statistically significant relationship between self-report scores 
on subscales o f the CI-N and measures o f  aggression as measured by the 
Aggression Scale o f the Personality Research Form (PRF-AS) (Jackson, 1989)?
The aggressive individual is described as one who is argumentative and 
easily annoyed (Jackson, 1989). This individual is also one who will retaliate 
and may be willing to hurt others who are in opposition.
The caring individual has been described as one who is patient and 
accepting o f  others and is unlikely to have feelings o f aggression toward others. 
Thus, it is expected that a significant relationship will be established between 
subscales o f the CI-N and the Aggression Scale o f the Personality Research 
Form.
Question 9
Do groups identified by peers as high or low in caring differ in scores 
on CI-N subscales?
Although a caring affect is considered prerequisite to effective 
caregiving, it is acknowledged that there are variations among individuals
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employed in the caregiving role. It is believed that those individuals who easily 
exhibit characteristics associated with caring can be easily identified by peers 
and supervisors. Those readily identified by these groups as caring should score 
significantly higher on measures o f  caring than others.
Question 10
Is there a statistically significant relationship between self-report scores 
on subscales o f the CI-N and patient perceptions o f nurse caring as measured by 
the Client Perception of Caring Scale (CPC) (McDaniel, 1990)?
Effective caregiving in nursing results from caring feelings which 
motivate use of cognitive and psychomotor skills in overt caregiving behaviors. 
McDaniel (1990) notes that "actions taken on behalf o f  the other are the external 
manifestation o f the internal cognitive and affective processes o f  the nurse that 
have taken place at other levels" (p.20).
It is logical that the recipient o f  caregiving which results from this 
process would perceive being cared for and cared about. The CPC (McDaniel, 
1990) was designed to measure a client’s assessment o f caring behaviors o f  the 
nurse. It is expected that a positive relationship should exist between scores for 
nurses rated on this scale by clients and scores on subscales o f  the CI-N.
Question 11
How much of the variance in the constructs o f empathy, nurturance, 
commitment, dogmatism and aggression are explained by CI-N variables?
The constructs of empathy, nurturance, commitment, dogmatism and
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aggression were selected as criterion variables in this study because o f the 
relationships proposed between these variables and dimensions o f caring in the 
conceptual framework. The relationship between various combinations of 
variables related to caring is not known. These relationships will be examined 
by regressing subscales o f  the CI-N on scales measuring related constructs used 
in this study.
Supplemental Research Questions 
Question 1
How do nurses’ scores on subscales o f  the CI-N vary with selected 
demographic characteristics?
Caring is thought to be influenced by a variety o f environmental factors, 
including variations in types o f  work environments and personal circumstances. 
It is expected that some variations may exist among CI-N scores for nurses 
grouped by selected demographic characteristics such as sex, age, years of 
experience, and type o f unit within a hospital in which nurses are employed.
Question 2
To what extent does a social desirability response set affect CI-N item 
and subscale variance?
Social desirability has been considered a substantial source o f error in 
assessment o f affective characteristics (Edwards, 1957; Jackson & Messick, 
1961). If responses to items are based upon choosing the most socially
R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
25
acceptable choice rather than accurate expression o f attitudes and feelings, both 
validity and reliability are threatened.
In order to assess the extent of the role o f social desirability in responses 
to items on the CI-N, ten social desirability items were included with the CI-N 
items. These items were selected from Greenwald and Satow’s Short Social 
Desirability Scale (1970), which has been adapted to a Likert format. These 
items are indicated on the Cl-N included in Appendix A.
In a further effort to reduce the likelihood o f a socially desirable response 
set, anonymity o f  respondents was maintained for data collection with the 
exception o f those participating in test-retest and client perceptions o f caring 
portions o f  the study. Identification numbers were assigned to those 
participating in the portions of the study requiring identification, with only the 
researcher having access to identifying data.
Assumptions
This study is based upon the following assumptions:
1. Caring is a multidimensional construct which can be measured.
2. Self-report measures reflect honest responses by participants.
3. Instruments used for criterion-related validity studies have sufficient 
validity and reliability to be used as criterion variables.
Limitations
1. Although all nurses in selected agencies were encouraged to 
participate, completion of the instrument packet was voluntary.
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2. Generalizability o f the results is limited to nurses in similar settings 
within geographical areas represented by the sample.
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CHAPTER 2: REVIEW OF RELATED LITERATURE 
The nature and role of caring has been discussed by philosophers, 
sociologists, psychologists, theologians and others for years (Hult, 1979; Jourard, 
1971; Leininger, 1980; Noddings, 1984). However, actual study of the phenomenon 
is a relatively new development.
Although research related to caring has included investigation o f  lay caring, 
caregiver burden, and caring within specific professional contexts, the literature 
remains elusive about the exact nature o f the construct o f caring. W hile individuals 
involved in lay caring may share some commonalities with professional caregivers 
in relation to affective characteristics, it is apparent that caring within a professional 
context presents notable differences in motives which require exploration.
Chapter 2 includes an overview o f  research related to caring as well as a 
review of related literature for each o f  the hypothesized affective elements o f  caring, 
including receptivity, responsivity, moral/ ethical consciousness and professional 
commitment. Although much of the discussion o f the literature relates to a general 
notion o f caring in the helping professions, the specific focus o f the literature review 
is caring in the discipline o f  nursing.
Research Related to Caring 
Humanistic psychology has evolved in an attempt to focus on attributes which 
are considered uniquely human (Kozier, Erb & Blais, 1992). This approach to the 
study o f  personality emphasizes the individual and focuses on hum an potential 
(Royce & M os, 1981).
27
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Some humanistic concepts are considered universal, while others are more 
apparent in particular cultures. Maddi (1980) notes that personality theories often 
include two types o f  attributes: (1) those inherent to all individuals, which do not 
change significantly throughout life (core characteristics), and (2) those that are 
generally learned and explain individual differences (peripheral characteristics).
Core characteristics are thought to exert a pervasive influence on behavior and 
affect purpose, function and directionality in life. For example, goals, values and 
striving toward self-actualization are some of the core characteristics outlined by 
theorists (Maddi, 1980). Peripheral characteristics also influence behavior (though 
to a lesser degree than core characteristics) and include traits such as spontaneity, 
independence, and acceptance o f self and others.
Theorists differ in their views o f  the importance o f  core versus peripheral 
characteristics in the study of personality. Rogers (1961) and Maslow (1967) place 
an emphasis on the inherent nature o f the individual to move toward actualization 
of potential. Allport, who also recognized an inherent actualizing tendency, placed 
greater emphasis on peripheral characteristics o f personality (M addi, 1980).
Allport described unique personal dispositions which he considered 
motivational (Liebert & Spiegler, 1970), and distinguished between types of 
dispositions according to the extent to which the dispositions affected functioning of 
the individual. While a few were very pervasive, others seemed to operate in limited 
settings (Bischof, 1970). Allport focused primarily on the uniqueness o f  individuals 
rather than those characteristics which were common to everyone. Examples o f
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dispositions included elements of emotional security, insight and humor, and value 
orientations (M addi, 1980).
The characterization o f  caring as an element of personality is unclear. It has 
been described as an inherent trait, a human state, an affect, a moral imperative, and 
an interpersonal process (Morse and others, 1990). Anderson (1981) describes 
affective characteristics as attributes or qualities that represent typical ways o f 
thinking or feeling. These include attitudes, interests, preferences and values.
Human caring has been described as inherent, to some extent, in all persons 
(Gaut, 1983). The extent to which this attribute is developed, and in which settings 
it becomes motivational, depends upon the individual. No studies were found which 
illuminate the debate concerning the inherent versus developmental nature o f caring.
The stability o f caring as a dimension o f  behavior also remains unclear. 
Psychologists have been interested for some time in studying the stability or lack o f  
stability of individual differences. Those characteristics which remain stable over 
time have been considered trait-like by some theorists, while those characteristics 
which tend to change more easily are referred to as state-like or state-dependent 
(Nessclroade & Bartsch, 1977). The trait/state debate is an interesting concern in 
exploring caring within the helping professions, but not an area which has received 
attention thus far in research related to caring.
The literature frequently refers to the role o f caring in nursing, however most 
references are theoretical rather than empirical, and little research has explored the 
implications of the construct o f  caring to clinical practice or nursing education.
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W o lfs  (1986) Caring Behaviors Inventory presented a compilation o f words 
or phrases that may demonstrate caring, including attentive listening, patience, 
responsibility, sensitivity, touch, honesty, comforting and respect. In addition, 
several other authors have derived similar lists o f qualities, attitudes and behaviors 
associated with caring (Forrest, 1989; Hult, 1979; Koldjeski, 1990; Sheston, 1990). 
Many o f the affective characteristics outlined are considered reflections o f individual 
values. The American Association o f Colleges o f  Nursing (AACN), in defining 
essential components of the total education of the professional nurse, recommended 
inclusion o f  processes to foster development o f  values consistent with professional 
behaviors (Essentials of College. 1986). Seven values were outlined as essential: 
altruism, equality, esthetics, freedom, human dignity, justice, and truth. These 
essential values are thought to lead to a sense o f commitment, responsiveness to 
others, social responsibility and accountability.
Research has focused on the meaning o f caring to patients and nurses in 
various situation-specific contexts and has proved useful in identifying clusters o f 
attitudes and behaviors associated with effective caregiving (Appleton, 1990; Forrest, 
1989). Forrest (1989) investigated the subjective experience o f caring using 
seventeen hospital staff nurses. Two broad classifications o f caring were found: (1) 
what is caring, and (2) what affects caring. Caring was described as involvement 
and interaction with others. Factors found which affect caring included oneself 
(feelings, beliefs, etc.), the patient, and frustrations (environment, lack o f  time, etc.).
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In a qualitative study designed to describe the meaning o f  human caring, 
Appleton (1990) found caring to be expressed by treating others with respect, 
understanding an individual’s interdependence, and helping another to grow and 
become self-actualized. Caring was described in this study as a process o f 
comm itm ent, involvement, and belonging.
These studies have proved useful in sorting the com m on themes associated 
with caring and in suggesting the value o f  differentiating the affective component 
(caring) from the behavioral component (caregiving) for the purpose o f research 
related to the construct. Mischel (1971) has noted the inextricable interrelation 
between cognition and affect.
W hile the affective domain is the primary focus for this study, no attempt has 
been made to finely discriminate those elements o f affect influenced by cognition. 
Attitudes, feelings and values represented in the literature were clustered into four 
categories or dimensions for the purposes o f  this study. A review of the literature 
related to the hypothesized dimensions o f  caring follows.
Receptivity
Gadow (1987), W atson (1985) and Gilligan (1982) acknowledge the natural 
attachments that humans make with each other. Gilligan (1982) speaks o f caring in 
the context o f  relationships which sustain connections among individuals and Benner 
and Wrubel (1989) describe caring as being connected. Regardless of the context, 
human beings tend to form associations with others in order to establish a sense o f 
belonging.
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Appleton (1990) notes that the perception o f being cared about is essential for 
growth and is critical to forming relationships. Rieman (1986) and Graham (1983) 
posit that caring includes an expression o f connectedness and is more likely to be 
visible when it is not present rather than when it is.
Based on data from a qualitative research project which investigated the 
subjective experiences o f hospital s taff nurses, Forrest (1989) described caring as a 
mental and emotional presence, characterized by a process o f "being with" that 
evolves from feelings for another person through interaction and sensitivity cues.
Individuals who easily establish relationships are generally sensitive to the 
feelings o f others. Kagan and Schneider (1987) believe that sensitivity is a natural 
state o f  human existence, although there are differences among people in terms of 
the ability to be sensitive to others.
Several studies have focused on variations in sensitivity among individuals 
and within certain contexts. W hile Maccoby and Jacklin (1974) found no gender 
related differences in their review o f  studies o f sensitivity, Hall (1978) found that 
w om en are better able to detect nonverbal affective cues. Snodgress (1985), reported 
that role played a significant part in showing sensitivity and that those in subordinate 
positions developed greater interpersonal sensitivity.
Watson (1985) suggests that sensitivity to others may determ ine to what 
extent a nurse is able to utilize se lf with others. Closely related to the elem ent of 
sensitivity is the concept o f empathy. In fact, some psychologists refer to empathy
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as "affective sensitivity" (Campbell, Kagan & Krathwohl, 1971; Danish & Kagan, 
1971; Kagan & Schneider, 1987; Rogers, 1969).
Most researchers’ definitions o f empathy tend to fall within one o f two broad 
categories: (1) the awareness o f another person’s feelings, thoughts, and intentions, 
or (2) actual vicarious experience o f another’s emotions (Chlopan, McCain, 
Carbonelle & Hagan, 1985; Deutsch & Madle, 1975; Hoffman, 1982). Gagan (1983) 
identified the most common definition o f empathy in the nursing literature as "the 
ability to perceive the meanings and feelings o f another person and communicate that 
understanding to the other" (p.66).
Clark (1980) approaches the study of empathy from a physiological 
standpoint, suggesting that some individuals are born with a highly developed 
cortical base for empathic function. Others, though not as highly developed, may 
have innate potential to develop empathy, while still others might have very limited 
capacity for this affective characteristic.
Morse and others (1992), identified four components o f empathy found in 
psychological and nursing literature: emotive, cognitive, moral and behavioral.
Emotive aspects refer to the ability to perceive and share another’s feelings, while 
the cognitive element includes the intellectual ability to understand another’s 
perspective and to view a situation objectively. The moral component involves 
unconditional acceptance of others and a sense o f obligation in meeting their needs, 
with the behavioral component focused toward responding to and conveying 
understanding to others (Morse and others, 1992).
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Clark speculates that empathy is available in various forms and in varying 
degrees, with some limited to empathizing only with family and others having the 
ability to extend their scope to all human beings (Clark, 1980). Several theorists 
(Mayeroff, 1971; Noddings, 1984) have expressed the crucial element o f mutuality 
in the empathy experience. Zderad (1969) distinguishes between natural empathy, 
seen as a  basic human endowment to understand the feelings o f  another, and clinical 
empathy, described as deliberate use o f  natural empathy as a tool for therapeutic 
intervention.
Olsen (1991) recognizes the importance o f conscious and unconscious criteria 
in establishment o f  commonality and determining to what extent empathy will occur. 
Forming connections, being sensitive to cues, and feeling concern and empathy for 
others are prerequisite to responding appropriately.
Responsivity
In reviewing her philosophical approach to the study o f  caring, Roach (1984) 
uses the term responsivity in outlining five aspects o f  caring. This disposition 
toward assisting others is preceded by the capacity to care and calling forth o f this 
capacity, and is followed by actualization of the capacity to care and manifestation 
o f  caring in specific concrete acts (Roach, 1984).
Parker (1990) depicts responsiveness within the context of the nurse-patient 
relationship as the willingness to share and accept a patient’s experience and the 
meaning it has for him. The tendency to respond to others and offer support may
R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
35
be derived from a sense o f altruism. There is no universal agreement concerning the 
origin o f  altruistic motives.
Morgan and Greene (1981) discuss three motivational categories o f  altruism: 
(1) no conscious intent, (2) conscious intent to help, and (3) disguised selfishness. 
These possibilities are consistent with discussions among psychologists for years 
related to whether humans help others for the positive outcomes for the other person 
or because of hope for self-benefit (Cialdini, Schaller, Houlihan, Arps, Fultz, & 
Beaman, 1987).
The argument that altruism is innate is supported by those who maintain 
Darwin’s thinking that characteristics are retained through natural selection 
(Hoffman, 1981; Rushton, 1980). Supporters o f this notion point to individual 
differences among individuals’ capacities for altruistic behaviors.
Batson (1990) registers concern than psychologists have avoided the issue 
o f man as a social versus selfish being. He notes the num ber o f  "self-theories" that 
have emerged in the last two decades to support his assertion that social 
psychologists support the assumption that humans are social egoists w ho only care 
for others to the extent that they themselves will profit (Batson, 1990). He contends 
that man is altruistic for the sole purpose o f helping others rather than for other 
selfish motives.
Hoffman (1975) argues that altruistic motives arc intrinsic and are aroused 
when one experiences distress cues from another. Rushton (1980) presents two 
possible motivations for altruism: (1) empathy and (2) norms o f  appropriate
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behavior. Norms of appropriate behavior include social responsibility, equity (justice 
and fairness), and reciprocity (helping those who have helped us in the past).
Although numerous studies have suggested that empathy motivates helping 
behavior (Eisenburg & Miller, 1987; Fultz, Batson, Fortenbach, M cCarthy, & 
Varney, 1986; Mehrabian & Epstein, 1972), questions remain concerning whether 
help is offered to relieve distress triggered by the empathic response, to avoid guilt 
or punishment, to receive recognition or rewards, or simply for the sake o f  the other 
person (Batson, 1990).
Empathy would not seem to explain acts which occur to benefit others who 
are unknown to the helping person. Watson (1985) refers to the formation of a 
humanistic-altruistic value system as the primary carative factor that forms the 
structure for nursing. The formation o f  this system is seen as derived from culture 
and experiences and is considered the foundation for development o f other carative 
factors which form the basis o f  nursing practice.
Altruistic individuals tend to be nurturing, supportive and comforting to those 
who need assistance. Leininger (1984) includes nurturance as one of more than 
ninety components which comprise the global construct o f caring.
Nurturance implies a broader view of helping than assisting someone in 
distress, and includes facilitating growth and maintenance o f well-being. McFarlane 
(1976) reinforces the role o f  nurturance by describing caring as a feeling o f  concern, 
interest and oversight, with a view toward protection. Caring has traditionally been
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linked to the nurturing role of women in society and this connection has played a 
significant role in the evolution o f nursing through the years (Reverby, 1987).
The responsive individual in the nursing context is viewed as one who not 
only reacts to overt needs for assistance, but also provides anticipatory guidance and 
support for meeting health-related goals and developmental tasks. The nurturing 
individual is one who seeks to provide assistance in movement toward gratification 
o f physical and psychosocial needs (Watson, 1985).
Several researchers (Fry, 1989; Leininger, 1984; Watson, 1989) express the 
belief that the capability for responding to others in the nursing context is dependent 
upon a moral point o f view which incorporates an attitude o f acceptance and respect.
M oral/ Ethical Consciousness 
Fundamental moral and ethical ideas through the years have included notions 
o f  justice, respect, equality, and goodness (Packard & Ferrara, 1988). Numerous 
qualitative studies exploring the construct o f caring within the nursing context have 
identified these concepts as relevant to nursing practice ( Appleton, 1990; Forrest, 
1989; Kdimek, 1990; Valentine, 1991).
Olesen (1989), in fact, notes that becoming a health care professional is a 
moral-ethical issue. Gadow (1987) and Watson (1985) view caring as a moral ideal 
and o f central importance in maintaining the dignity o f man, while Fry (1989) 
regards caring from a moral point o f  view motivated by a pre-existing attitude of 
respect for human dignity.
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Engel (1980) speaks to the essential value o f  confirmation, that is, accepting 
an individual as he is, including attitudes, beliefs and goals. Unconditional 
acceptance and respect for human dignity are considered integral to caring by a 
number o f researchers (Forrest, 1989; Griffin, 1983; Kitson, 1987; Sheston, 1990; 
Watson, 1985; Wolf, 1986). Kelly (1990) notes that nurse ethicists consistently 
identify guiding morai principles as respect, beneficence, and justice.
Kohlberg’s theory o f  moral development assumes that individuals in 
postconventional stages o f moral development utilize principles o f rational decision­
making based upon rules and principles o f justice and universality (Kohlberg, 1981). 
Giiligan (1982), a student o f  Kohlberg, proposed that the moral development o f 
women was distinctly different from that of men. While men tend to view moral 
decisions from a perspective of justice (based on formal reasoning), women derive 
moral decisions from a perspective o f responsibility and care. Davis (1990) notes 
that this difference in perspective would account for gender differences in attainment 
o f  moral development found in Kohlberg’s research.
According to Gilligan’s theory, the moral person is one who is concerned 
with obligation, is sensitive about hurting others, and is responsive to the needs o f 
others. Caring has been described as a moral obligation (Pelligrino, 1985) and the 
will to act in a manner to do what is good (Noddings, 1984; Packard & Ferrara, 
1988). The moral decision using Gilligan’s perspective would require context-related 
considerations. Eisenberg (1982) recognizes that moral judgments involve complex 
processes which include both cognitive and affective elements and are usually
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context-specific. Carper (1992) maintains that the moral component o f caring 
involves rational and deliberate reasoning and is based upon notions o f moral duty 
and obligation and is a function o f  personal values.
Klimek (1990) discusses care in relation to ethics and virtue, and describes 
caring as the central virtue that directs ethical action. Fry (1988) notes that the 
concept o f  care meets four requirements to be considered an ethical standard. Caring 
is universally appropriate across many contexts and cultures, is used to guide actions, 
involves consideration o f  others, and involves specific behaviors which are 
considered to characterize excellence.
Klimek (1990) suggests that virtue ethics is experiencing a renaissance after 
several years o f the dominance by situational ethics. Walton (1986) implies that 
virtue has been nonexistent in contemporary ethics where standards have been duty- 
based rather than based on personal character. While ethics is a discipline which 
considers what is right or wrong, virtue has been described as differing from ethics 
by enabling the exercise o f choice in order to achieve a purpose (Knowlden, 1990).
It has been suggested that personal character is what motivates an individual 
to act in a  manner considered moral and ethical. Davis (1990) traces the caring 
perspective o f ethics to Aristotle and Hume. While Aristotle grounded ethics in 
moral character, Hume viewed ethics as grounded in emotion and personal concern. 
The emotion upon which Hume constructed his moral theory was similar to the 
concept o f  empathy (Olsen, 1991).
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The notion o f social responsibility, or conforming to prosocial norms, is one 
which seems relevant in discussing moral/ ethical consciousness. Staub (1974) 
distinguishes two types o f  values and norms associated with helping behavior. He 
observes that people may help others either because it is "the right thing to do" or 
because they are concerned with others’ welfare. Those who respond because o f  the 
belief that it is simply the socially acceptable thing to do m ight be less inclined to 
act if  others will not be aware o f the action, while those who are genuinely 
concerned about others are likely to respond regardless o f the social consequences.
The literature supports the notion that caring may result from a  sense o f moral 
obligation to do the right thing by responding to others with acceptance, respect and 
integrity in order to provide care and assistance in meeting their needs. This follows 
W atson’s theory which speaks o f caring as an attitude which becomes a commitment 
to manifest itself in concrete acts (Watson, 1985).
Professional Commitment
Roach (1984) speaks o f the five C’s o f caring, which include compassion, 
competence, confidence, conscience and commitment. Commitment is described as 
an affective response that occurs as the result o f convergence o f  one’s desire and 
one’s obligation.
Roach contends that moral obligations arise from our comm itm ents, but the 
reverse should also be considered. Professional commitment arises from what we 
value as important. When value is attached to responding to others’ needs in a 
professional context, it becomes a moral and professional commitment.
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The literature is replete with studies related to commitment, however, most 
reported research considers organizational commitment rather than commitment to 
a particular profession. Commitment has been defined in some studies as 
identification with organizational goals and values (Mowday, Steers, & Porter, 1979). 
Although used as the basis for studies o f organizational commitment, this definition 
could also have relevance for professional commitment.
Reichers (1985) recognizes that while many studies have identified outcomes 
o f  commitment, few have been consistent in identifying antecedents of commitment. 
Reichers criticizes measures of commitment for several shortcomings. He notes that 
most operational definitions have been derived from the literature rather than from 
subjects involved. He also believes that more attention should be given to the nature 
o f  the organization, since that is presumably the source o f  commitment (Reichers, 
1985).
Becker (1960) noted that the term commitment has frequently been used to 
explain consistent behavior. He maintains that commitment depends upon values, 
and to understand commitments that an individual makes, one must understand his 
system o f  values.
Stebbins (1970) discusses two dimensions of commitment: value commitment 
and continuance commitment. Value commitment results from subjectively defined 
rewards which are derived from a particular position, whereas continuance 
comm itm ent is a state which is derived from the threat of penalties associated with 
leaving a position (Stebbins, 1970).
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Value commitment would seemingly be more aligned with professional 
commitment, while continuance commitment would more likely stem from 
entrenchment with an organization. Professional commitment has been described as 
intrinsic and more enduring since it develops early in life, while organizational 
commitment has been described as extrinsic and more subject to change (Kats, 
Sharlin, & Nahmani, 1986).
According to Packard and Ferrara (1988), commitment to helping others 
extends from moral consciousness. If values are derived from a caring perspective, 
then commitment to a helping profession would seem a logical direction. Watson 
(1989) asserts that caring requires commitment to self and others. The specific focus 
o f  that commitment is context specific. For nursing, professional commitment would 
derive from values and goals related to quality health care.
In a study o f school teachers and nurses, Alutto, Hrebiniak and Alonso (1973) 
operationalized commitment as the willingness to leave the profession (or institution) 
when offered slight increases in pay, status, job freedom, and friendliness of 
coworkers. The results indicated that new, young and inexperienced professionals 
showed high occupational commitment, which declined in middle years and resurged 
in later years.
The high comm itm ent in early years can easily be associated with value 
commitment and the attitudes which led the individual to the profession at the outset. 
Declining commitment may result from a variety o f factors, including dissatisfaction 
with a specific organization or frustration from experiencing a conflict between
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values and the reality o f  the work place. Alutto, Hrebiniak and Alonso (1973) 
attributed the escalation o f commitment in the later years to accrued investments in 
the profession over time.
Becker (1960) recounts that the term commitment is used most often in 
accounting for consistency in behavior. In reviewing sociological explanations, 
Becker found theories which propose that behavioral consistency results from the 
desire to do what is morally right. He notes that a complete understanding o f an 
individual’s commitment would require an analysis o f  his system o f  values. This 
implies that professional commitment is very much grounded in the affective 
orientation of an individual and is likely an integral component o f  caring in the 
context o f professional nursing.
Summary
This review o f literature related to the hypothesized dimensions o f  caring 
illustrates the distinctions among the components as well as their interdependence. 
The lines separating dimensions become blurred when considering the overlapping 
nature o f many o f  the constructs subsumed in each dimension.
A survey o f  the literature underscores the confusion and lack o f consensus 
about how constructs related to caring fit together to form a cohesive pattern which 
describes the nature of caring and caregiving. There is noticeable disagreement 
concerning which attitudes and values are antecedent to others.
The primary commonality among current theories and conceptualizations is 
that notion caring is essential to professional nursing. It is evident that there is some
R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
44
relationship among factors and that the extent to which one dimension exists in an 
individual may impact the presence o f  another. It is hoped that research which 
explores the affective realm outlined in the conceptual framework for this study will 
serve to further delineate a viable framework for development of nursing theory.
Chapter 3 will outline the methodology used for designing an instrument to 
measure the affective dimensions o f caring and exploring construct validity.
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CHAPTER 3: METHODOLOGY AND PROCEDURES 
This chapter describes phases of instrument development as well as design, 
sampling methods and instrumentation for investigation o f  construct validity. 
Cronbach and Meehl (1955) discussed the relevance o f construct validity whenever 
no criterion or universe o f content is adequate to define the quality to be measured. 
More recently, construct validity has been described as the w hole o f  validity, 
incorporating all other facets o f  validity evidence (Messick, 1989; Shepard, 1993).
Messick (1989) describes sources for validity evidence as including the 
content in relation to the domain o f  reference, the relationships am ong responses to 
items, relationships o f  test scores with other variables, and differences across groups 
and settings. The intent o f this study was to collect evidence to support the proposed 
underlying conceptual framework for caring and to provide evidence for its relevance 
in exploring the role o f  the affective domain in caring in the professional context o f  
nursing.
The instrument used in the study was developed through a series of four 
revisions based on pilot data. Initial steps in the development and refinement o f  
items included in the Caring Inventory for Nurses (CI-N) are sum m arized in the 
following section. The methodology and procedures for the current study are 
subsequently outlined in two phases. Phase I includes the collection o f  data related 
to content relevance, while Phase II outlines the procedures for investigating 
structural characteristics o f the revised CI-N, reliability, and its relationship with 
conceptually related measures.
45
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Development o f  Item Pool and Initial Pilot Testing
Development o f the CI-N was initiated with formulation o f  the initial item 
pool and preliminary investigation o f  validity and reliability characteristics. 
Investigation continued with revision and further testing o f the instrument in the 
spring o f 1990. A description o f  this preliminary investigation follows.
The initial item pool was both theoretically and empirically derived based 
upon a review of literature related to the construct o f caring and interviews with both 
clients and nurses in health care settings. Findings from interviews with clients and 
professionals in health care settings were consistent with the literature.
Interviews
Structured interviews were conducted with a total o f  42 patients confined to 
acute care settings. Each was asked to describe characteristics o f  a caring nurse. 
Responses revealed a list o f  adjectives which were similar to those found in the 
literature, with the most common responses as follows: concerned, comforting, 
compassionate, helpful, empathetic, warm and accepting.
Twenty-two nurses interviewed were more inclined than clients to list 
behaviors which characterized caring, and included frequent observation o f patients, 
responding quickly to requests, meeting emotional needs o f  patients, showing 
respect, assuming responsibility for errors, and maintaining up-to-date knowledge and 
skill.
Considering these descriptions, an instrument was constructed using a four- 
point Likert-type scale ranging from Strongly Disagree (1) to Strongly Agree (4).
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Items for the instrument were designed to measure hypothesized dimensions o f the 
affective component which at that time consisted o f Interpersonal W armth, 
Acceptance, Affective Sensitivity, and Commitment.
Content Review
A group o f  eight nurses including educators, managers and staff nurses were 
asked to critically review each item for readability and relevance to caring. Two 
items were deleted and three were reworded in as a result o f  this review. The 
resulting 40 items were administered to a group of registered nurses for pilot study.
Instrument Structure 
Responses from 225 registered nurses who volunteered to complete the 
instrument were subjected to a series o f factor analyses. Results o f  these initial 
analyses suggested a multidimensional structure for the instrument. Factor loadings 
provided evidence that proposed dimensions were not as clearly defined as desired. 
This was particularly true o f the items representing Interpersonal Warmth and 
Affective Sensitivity.
Results from the initial factor analyses and comments from participants 
assisted in elimination o f 14 items, rewording of 5 items, and writing o f 6 new 
items, for a total o f 32 items. Scales were more carefully defined and renamed 
Receptivity, Responsivity, Moral/Ethical Consciousness, and Professional 
Commitment.
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Supervisor Ratings as Concurrent Validity Evidence 
In order to examine the relationship between nurses’ scores on the CI-N and 
perceptions o f nurse caring by nurse managers, two nurse managers were asked to 
independently rate each nurse employed full-time in the agency on a scale o f  Not 
Very Carina (1) to Very Caring (3). Those individuals receiving two ratings o f 1 
or two ratings o f 3 (N=96) were asked to complete color-coded instruments. The 
mean scores o f those rated "very caring" on the CI-N were significantly higher 
(t=2.73; p<-01) than those judged to be in the " not very caring" group.
Initial Reliability
Following revision o f the CI-N, a subsequent pilot test was completed. The 
CI-N was administered to 38 registered nurses. The questionnaire was administered 
again two weeks later to the same individuals. The test-retest reliability for this 
group was .978 for the total instrument, supporting rather strong stability o f  scores 
over the two-week period. Cronbach’s Alpha computed on the pre-test data as a 
measure of internal consistency reliability was .89 for the total instrument. Subscales 
were not derived from pilot data.
In summary, initial steps o f instrument development involved extensive 
review o f the literature related to the construct o f caring, interviews with clients and 
nurses, and the writing o f  items which reflected the hypothesized aspects o f  caring. 
Validity and reliability were examined through initial pilot studies, and the 
instrument was revised in response to these studies.
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Phase I: Content Validity Evidence 
Results o f  the initial phase o f  instrument development were valuable in more 
clearly defining the conceptual framework. Items were carefully reviewed for 
relevance and clarity and additional items were written for a total o f 40 items, ten 
items representing each o f the hypothesized dimensions. This study sought 
determination o f psychometric characteristics o f  the revised instrument and continued 
exploration o f  construct validity.
Prior to submitting the items to a panel of content experts, the revised 
instrument was administered to a sample o f 50 volunteers. Evidence from inter-item, 
item to scale, and item to total correlations indicated a lack o f  discrimination 
between items intended to represent the dimensions of Receptivity and Responsivity. 
Because these hypothesized dimensions were closely related, the decision was made 
to combine them into a single dimension termed Interpersonal Sensitivity.
Review by Content Experts 
The extent to which the items reflected the hypothesized dimensions o f 
caring was judged by a panel o f nursing and measurement experts. The revised 
instrument was submitted to 10 content and/or measurement experts who were asked 
to assign each item to the most appropriate o f the hypothesized dimensions according 
to a description given for each.
In addition, they were asked to rate the degree to which the item served as 
an indicator o f  the selected dimension on a scale o f Very Weak (1) to Very Strong
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(4). A n agreement index was calculated to determine consistency o f judgments. 
Adjustments were addressed prior to administration o f the instrument.
Phase II: Construct Validity and Reliability
The following section describes activities related to investigation o f construct 
validity and reliability o f the CI-N. It includes description o f  sample selection, 
instrumentation, and procedures used for data collection and analysis.
Sample
According to the Louisiana State Board o f  Nursing 1990 Annual Report, 
hospitals employ approximately 80% of the 25,000 registered nurses currently 
employed in the state o f Louisiana. In order to confine the sample to nurses within 
the hospital context, the unit o f  selection for the sample was hospitals.
The initial sample for this study consisted o f all registered nurses (n=734) 
employed in 14 selected acute care hospitals in the state o f Louisiana. Since hospital 
size was a potential variable to be considered in data analysis, agencies were grouped 
into four categories according to the average patient census. Agencies were 
randomly selected from the groupings in order to assure adequate representation o f  
nurses employed in each category.
The number o f  nurses employed in each acute care agency was not available 
in any reports published through the Louisiana State Board o f Nursing or the 
American Hospital Association, and many agencies contacted were reluctant to 
release this information. One administrator suggested that agencies would not want 
to release information which would reflect inadequate numbers o f positions or
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widespread use o f temporary personnel. The number o f agencies selected from each 
category was based on the average number o f nurses expected to be employed in 
facilities based upon the reported average daily census. A ratio o f one nurse per two 
patients (suggested by one nursing administrator as an appropriate ratio) was used 
to estimate the number of nurses.
All private and public acute care agencies in the state o f Louisiana published 
in the 1991 edition o f the American Hospital Association Guide to the Health Care 
Field were eligible for selection. Table 1 includes a summary o f the categories and 
numbers o f  agencies selected from each category.
Two o f the 14 agencies initially selected declined to participate and were 
replaced with the random selection o f two other agencies from the respective 
categories. Administrative developments in two of the agencies presented threats to 
study validity and the decision was made to terminate data collection in those 
agencies.
Instrumentation1
Seven instruments were used to examine validity characteristics o f the CI-N 
in this study. These included the Carina Ability Inventory (CAI) (Nkongho, 1990); 
the Client Perception o f Carina Scale (CPC) (McDaniel, 1990); Questionnaire 
Measure of Emotional Empathy (QMEE) (Mehrabian & Epstein, 1972); the 
Commitment Scale (CS) (Alutto, Hrebiniak, & Alonso, 1973); the Nurturance and
1 A copy of each instrument used in this study may be found in Appendix A.
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Table 1











3 Data from American Hospital Association Guide to Health Care Field (1991).
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Aggression scale o f  the Personality Research Form (PRF-NS and PRF-AS) (Jackson, 
1989); and the Short-Form of Rokeach’s Dogmatism Scale (DS) (Troldahl & Powell, 
1965). Table 2 provides a summ ary of instrumentation. Discussion o f the purpose, 
development, structure and psychometric properties o f each instrument used to 
examine validity characteristics o f the CI-N follows.
Caring Ability Inventory (CAD
The CAI is the only measure found in the literature which specifically 
addresses the attitudinal elem ent o f caring, although it combines the affective and 
cognitive components. The instrument was developed to quantify a person’s degree 
o f caring ability relative to others and is based on M ay ero ffs  (1971) 
conceptualization o f  caring.
The CAI is a 37-item, self-report instrument using a 7-point Likert-type scale 
which has three subscales: Knowing (14 items), Courage (13 items) and Patience (10 
items). There are both positively and negatively stated items, with scoring reversed 
for negatively stated items. Item  responses are summed to yield a score for each 
subscale as well as a total score.
Validity. The developer o f  the instrument reported agreem ent o f two content 
experts at .80. Factor analysis o f  data from 543 participants suggested a three-factor 
solution, with subscales having moderate intercorrelations. Scores on the instrument 
were found to discriminate between students and nurses and between sexes (p 
<.001). Correlation between scores on the CAI subscales and the Tennessee Self-
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Table 2
Sum mary of Instrumentation
Instrument Focus
Carina Ability Inventory fCAIf General measure o f an individual’s
(37") ability to care.
Questionnaire Measure of Emotional Measures aspects o f emotional
Em pathy fOMEEf - f334 empathy.
Commitment Scale (CS) Measures commitment to
(12) profession; willingness 
to leave under certain 
conditions.
Nurturance Scale o f  the Measures tendency to offer comfort
Personality Research Form 
(PRF-NS) (16)
and assist others who are in need.
Aggression Scale o f  the Measures tendency to be
Personality Research Form argumentative; easily
(PRF-AS) (16) annoyed and retaliative.
Doam atism  Scale (Short-Formf Measures individual differences in
(DS) (20) openness or closedness o f  beliefs.
Client Perception o f  Carina Measures client’s perception o f
(CPC) (10) caring by the nurse.
Short Social Desirability Scale Measures tendency to answer in
(SDS) (10 items) in socially desirable manner.
a Num ber of items on the instrument
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Concept Scale were moderately high (Nkongho, 1990). Further construct validation 
was not found in the literature.
Reliability. Measures o f internal consistency for the three subscales ranged 
from .71 (Patience) to .79 (Knowing) and the total instrument coefficient was .84 
(Nkongho, 1990). Test-retest reliability over a period o f two weeks for 38 
respondents ranged from .64 to .80 on the subscales and was .75 for the total CAI. 
Client Perception o f  Caring (CPC)
The CPC will be used to assess affective responses o f patients to caring by 
the nurse. The conceptual basis for development o f this instrument included the 
belief that as nurses use affective processes to determine the need for care and 
commit to the performance o f caring acts, the client perceives that he is cared for. 
The patient is asked to respond to ten items which reflect perceptions o f  caring by 
rating the nurse on a 6-point scale ranging from not at all (1) to very much (6).
Validity. The CPC was reviewed for content validity by two nurses with 
doctoral degrees and experience in the field of caring (McDaniel, 1990). There was 
100% agreement that items appeared to measure client perceptions of nurse caring. 
The instrument was used in conjunction with an observational behavior checklist and 
a sample o f 21 randomly selected student-nurse/ client interactions. Correlation of 
scores on this instrument with subscales o f LaM onica’s Empathy Construct Rating 
Scale were not statistically significant, however the developer attributed lack of 
validation to the low sample size and suggested further validation using instruments 
other than the LaMonica Empathy Construct Rating Scale (McDaniel, 1990).
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Reliability. Internal consistency reliability (Alpha) for the CPC was reported 
by McDaniel (1990) as .81. Item-to-total correlations averaged .41 for the scale and 
suggestions were made by the author that two items be revised due to low item-to- 
total correlations (McDaniel, 1990).
Questionnaire Measure o f Emotional Empathy (OMEET
The QMEE is a 33-item self-report scale designed to measure aspects o f  
emotional (as opposed to cognitive role-taking) empathy. Items were chosen based 
on factor analysis o f  a larger pool o f items and item correlations with the total score 
on the scale. Participants respond to items on a scale o f  Very Strong Agreement 
(+4) to Very Strong (-4) Disagreement (Mehrabian & Epstein, 1972). Since a 
unidirectional scale was needed for data analysis purposes, items on the QMEE were 
recoded as follows: -4=1; -3=2; -2=3; -1=4; +1=5; +2=6; +3=7; +4=8.
Both positively and negatively stated items are included, with reverse scoring 
o f  negative items. Although subscales including various types o f emotional empathy 
are outlined by the authors, most are comprised o f  two to three items each, and a 
total score is computed rather than subscale scores.
Validity. Validity o f the QMEE has been explored through correlation o f  
emotional empathy with aggressive behavior and through investigation o f  the 
relationship between emotional empathy and helping. Results indicated that 
empathic tendency reduced the tendency toward aggressive behavior and was the 
best personality determinant o f  helping behavior. Several studies have examined the 
relationship between empathy and other personality measures, empathy and moral
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conduct, and empathy and response to variety o f situations (Chlopan, McCain, 
Carbonell, & Hagen, 1985; Mehrabian & Epstein, 1972).
Reliability. Internal consistency for the entire QMEE has been reported by 
Mehrabian & Epstein (1972) at .84. Internal consistency reliabilities for the QMEE 
have also been replicated using an adolescent population (Adams, Schvaneveldt, & 
Jenson, 1979).
Commitment Scale (CS1
The measure o f commitment utilized by Alutto, Hrebiniak and Alonso (1973) 
asks individuals to choose one o f  three responses Yes, definitely (1); Uncertain (2), 
and No. definitely not (3) to changing occupations with (a) no increase, (b) a slight 
increase, or (c) a large increase in pay, job freedom, status, and friendliness o f co­
workers. Commitment is measured by summing responses, with scores ranging from 
a low  o f  12 to a high of 48.
This scale is a  modification o f a scale developed by Ritzer and Trice (1969) 
to investigate the "side-bets" notion o f commitment. The original scale asked 
participants to respond to the likelihood of changing employment organizations or 
professions with no increase, a slight increase, or a large increase in pay, job 
freedom, status, responsibility, and opportunity to get ahead .
Validity. Inter-item and item to total correlations were computed for the CS. 
Results suggested that those items related to slight increases in inducements were the 
most useful in examining variation among respondents. The authors advised deletion
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o f the categories of no increase and large increase. However, since other studies 
with the CS are not known, the complete CS was utilized in this study.
Reliability. While test-retest reliability indices were reported as generally 
"high" (Alutto, Hrebiniak & Alonso, 1973), actual reliability coefficients were not 
reported. Since no internal consistency reliability procedures or coefficients were 
reported, this study includes examination o f the reliability o f  this instrument. 
Nurturance and Aggression Scales o f  the Personality Research Form (PRF-NS and 
PRF-ASf
The Personality Research Form  (PRF) consists o f  22 scales and was 
developed for the purpose o f measuring widely relevant personality traits (Jackson, 
1987). Six forms o f the PRF are available. Forms A and B are parallel forms which 
include fifteen o f  the 20-item scales. Forms AA and BB are parallel forms which 
include the entire set of twenty-two 20-item scales. Form E includes the twenty-two 
scales in a 16-item format.
The PRF-NS (Nurturance Scale) and PRF-AS (Aggression Scale) (Form E) 
each consist of 16 bipolar items, ha lf o f  which are considered at one extreme and 
ha lf at the other extreme. These scales were carefully developed (along with other 
scales o f the PRF) considering theoretical definitions of the trait, selection o f items 
for homogeneity, suppression o f response bias, and tests for convergent and 
discrim inant validity (Jackson, 1989).
Validity. Scores on the scales have been moderate to highly correlated with 
the trait ratings using the Trait Rating Form (r=.73 for the Aggression Scale and
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r=.72 for the Nurturance Scale), behavior ratings (r=.66 for the Aggression Scale and 
r=.34 for the Nurturance Scale) and with self ratings (r=.38 for the Aggression Scale 
and r=.37 for the Nurturance Scale) (Jackson, 1989).
Reliability. Internal consistency reliability o f  the PRF has been examined 
using odd-even procedures and reportedly ranges from .63 to .74 for the PRF-AS and 
.65 to .79 for the PRF-NS (Jackson, 1989). Test-retest reliability for the 20-item 
scales ranges from .85 to .89 for the PRF-AS and .82 to .95 for the PRF-NS 
(Jackson, 1989).
Short-Form o f  Rokeach Dogmatism Scale.
The purpose o f the Dogmatism Scale (DS) is to measure individual 
differences in open mindedness or closed mindedness o f beliefs and authoritarianism 
and intolerance (Rokeach, 1960). The scale was designed to tap extremes in 
opinions concerning ideas familiar to most people in everyday life.
The original scale, which included 89 items, has undergone four revisions, 
with the final form consisting of 40 items which require responses on a scale o f 
Disagree Very Much (-3) to Agree Very Much +3. Troldahl and Powell (1965) 
proposed the short-form o f  20 items in order to increase the practicality o f  using the 
dogmatism scale in field studies. Responses are made to each item on a scale from 
+3 (agree very much) to -3 (disagree very much). In this study, because o f  the need 
to develop a unidirectional scale for data analysis purposes, items on the DS were 
recoded as follows: -3=1; -2=2; -1=3; +1=4; +2=5; +3=6.
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Validity. The DS was presented by Rokeach (1960) as a general measure of 
authoritarianism and an alternative to the Fascism-scale, which explores authoritarian 
political beliefs. Kerlinger and Rokeach (1966) found that while F and D scales 
were both measures o f authoritarianism, they were factorially discriminable, 
indicating that items comprising the scales are measuring different factors
The short-form was developed using data from two field studies that 
examined reliability o f  the instrument in view o f  item deletion concerns. The shorter 
version o f twenty items was found to be highly correlated (r=.95) with the original 
version. Further investigation o f  internal consistency with the short form was 
completed using data from this study.
Reliability. Rokeach (1960) reported reliability coefficients ranging from .68 
to .93 on the original 40 item instrument. In developing the short form, Troldahl and 
Powell (1965) calculated item-total correlations for each item using the original data. 
These correlations were used to construct tentative short-forms o f  ten, fifteen and 
twenty items. The 20-item short form was found to have a correlation to the 40-item 
instrument o f  .95 (using original data) and .94 (using data from a cross validation 
study) (Troldahl & Powell, 1965).
Short Social Desirability Scale
Items from Greenwald and Satow’s (1970) Short Social Desirability Scale 
were also be included on the CI-N to monitor for the tendency to answer in terms 
which reflect positively upon the respondent. The tendency for response bias has 
brought criticism to self-report measures (Jackson & Messick, 1961). It has been
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suggested that measures o f  attitudes are particularly susceptible to bias due to the 
tendency of the individual to respond in a way that reflects socially acceptable 
feelings and behaviors.
The items on this scale were adapted to a Likert format from the Marlowe- 
Crovvne (Crowne & Marlowe, 1964) and other social desirability items. Greenwald 
and Satow (1970) found the best use o f items to be pairing o f positive and negative 
items with high item to total correlations using 10 to 12 total items. They found a 
high correlation (r=.92) between the long and short forms.
Data Collection Procedures 
CI-N and other Self-Report Instruments
Upon receiving administrative approval and permission from the agencies’ 
research review committees, a letter explaining the purpose of the study, method of 
data collection, and length of time required for participation was distributed to all 
nurses in selected agencies.
Because o f the length o f  the task and the effort required to complete the total 
instrument set, participants in each agency were divided systematically into four 
subgroups and four types of instrument packets were assembled for distribution. 
Each packet included directions for completing the survey, a demographic 
questionnaire, and the CI-N. In addition, one subgroup received the CAI, QMEE 
and PRF-AS (packet #2). Another subgroup received the PRF-NS, DS and CS in 
addition to the CI-N and demographic data sheet (packet #3). One group received 
the entire set o f  instruments (packet #1). An attempt was m ade to distribute an equal
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number o f  packets #1, #2 and #3 in each agency size category. The remainder o f 
the nurses received only the CI-N and demographic data sheet (packet#4).
A summary o f  the distribution o f packets may be found in Table 3. Columns 
in the table indicate the number o f  packets distributed by hospital size category. 
Row totals indicate the total number of individuals expected to complete the various 
instrument packets.
Each participant was asked to complete the instrument packet within three 
days and return the packet in the sealed envelope to the designated area in the 
clinical facility. Return envelopes contained no information which identified the 
participant. Follow-up reminders were distributed to each unit in the agency one 
week after initial distribution.
Client Perceptions o f  Nurse Caring
Nurses in one agency were asked to participate in an investigation o f  the 
relationship between caring (as measured by the CI-N) and patient/client perceptions 
o f  nurse caring. This group o f nurses was also requested to participate in the test- 
retest o f the Cl-N as a measure of instrument stability.
Each o f the nurses (N=37) who agreed to participate was assigned an ID 
number by the researcher and was asked to complete the CI-N. The instrument was 
administered again 3 weeks later. In order to preserve confidentiality, instruments 
were returned by mail directly to the researcher.
Perceptions o f  nurse caring were explored using the Client Perception o f  
Carina Scale (McDaniel, 1990) for data collection from patients assigned to the
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Table 3
Summary o f Initial Distribution o f  Instrument Packets"
Hospital Category by Average Daily Census



























75 78 82 91 326
TOTAL 167 171 208 188 734
“ Figures in the table represent data collection packets distributed. Return rates are 
discussed in the results presented in Chapter Four.
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nurses who had consented to participate. Data were collected only from patients 
who were alert and oriented and who had been assigned to the nurse for a minimum 
time period o f 12 hours. Those who were unable to read the questionnaire or who 
had altered mobility were asked to verbally respond to personal interview questions 
asked by the researcher. The researcher had no knowledge o f  the particular nurses 
to whom the patients were assigned.
Data were collected from a minimum of three clients per nurse and mean 
scores were used as the units o f analysis. Sufficient client data was not available for 
10 o f the 37 nurses who agreed to participate in the study. In some cases this was 
due to client assignments which did not meet the criteria stated above, and others 
resulted from absences by nurses on days o f data collection.
Peer Perceptions o f Nurse Caring
Nurses in two agencies were asked to identify two nurses whom they 
considered to be high in caring (very caring). Each nomination was written on a 3 
X 5 index card and returned to the researcher in a sealed envelope. The CI-N was 
administered to each nurse in the agencies. Different color-codes were used to 
indicate 1) those selected by more than two peers as high in caring, 2) those selected 
by one or two peers, and 3) those not identified by peers.
Data Analyses
Data files were constructed as data were collected. A variety o f data analyses 
were completed to explore the research questions posed, including: 1) descriptive
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statistics to summarize respondent data from the demographic questionnaire and 
instruments used for validity studies; 2) factor analyses to examine underlying 
dimensions o f the CI-N and other instruments as needed; 3) inter-item correlations 
for the CI-N as well as correlations between the CI-N and the various criterion 
measures; and 4) a series o f  regression analyses designed to answer the research 
questions guiding the study.
Descriptive Statistics
Summary statistics were completed for each o f  the scales and subscales used 
in the study. Descriptive summaries included means, standard deviations, ranges of 
scores, and computation o f percentages o f  the maximum possible score for selected 
variables. In addition, descriptive analyses were completed for each item and 
subscale o f the CI-N.
Factor Analyses
A series o f factor analyses were completed on the CI-N using principal 
components analysis with orthogonal and oblique rotation procedures (SPSS, 1986). 
Examination o f eigenvalues, factor loadings, and variances explained and the 
conceptual fit o f  items with each factor were used to determine the most appropriate 
solution to best represent the data.
A set o f general decision rules was established for determining retention of 
items based on factor loadings. The following served as guidelines: (1) an item was 
only retained if its factor loading was equal to or greater than .33; (2) an item was
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retained on the factor for which its loading was the greatest; and (3) if  an item 
loaded on more than one factor, the item was retained if the difference in variance 
between loadings was greater than 10%.
A factor loading o f .33 was established for retention o f  items since it 
represents approximately 10% o f  the variance explained by the item. W hile .33 may 
be deemed low by some standards, it was considered appropriate for an initial 
exploratory study o f the Cl-N.
Extensive construct validity evidence was available in the literature for the 
QMEE, PRF-NS, PRF-AS, and DS, however, little information concerning validity 
o f  the CAI was found. Therefore, a series of factor analyses were com pleted for the 
CAI using procedures similar to those used for the CI-N.
Reliabilities
Cronbach Alpha reliabilities and stability coefficients were computed for 
subscales of the CI-N. Stability coefficients were obtained from  test-retest 
procedures over a three-week interval. In addition. Alpha reliabilities were also 
computed for all criterion measures.
Differences Between Means
Mean differences between peer-designated high and low caring individuals 
were explored by completing t-tests for each subscale o f  the CI-N. Since this study 
was exploratory, a two-tailed t-test was used. The established level o f  significance 
was p<.05.
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Regression Analyses
A series o f four multiple regression analyses (SPSS, 1986) was completed for 
the Cl-N by regressing each o f  the CI-N subscales identified through a four-factor 
oblique factor analysis solution on various combinations o f  the empathy, nurturance, 
commitment, dogmatism and aggression variables. The combinations o f  independent 
variables in these analyses differed depending upon the availability o f  data collected 
in the study design.
Supplemental Data Analyses
Additional analyses were also completed on selected demographic variables 
including descriptive statistics and a series of analysis o f variance procedures and 
post hoc comparisons tests to examine any differences among subgroups on 
subscales o f  the CI-N and other measures.
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CHAPTER 4 : SUMMARY OF RESULTS 
The results of the study are described in this chapter and include the 
following: 1) content validity evidence for the Caring Inventory for Nurses (CI-N); 
2) a summary o f  the survey sample; 3) a summary o f  instrument characteristics; 4) 
the analysis o f  research questions; and 5) a summary o f  differences in mean scores 
according to selected demographic variables. Organization o f the results follows the 
two phases o f collection of evidence for construct validation previously described in 
Chapter 3. Phase I summarizes results o f  content-related evidence while Phase II 
describes responses of the study sample related to instrument structure, criterion- 
related validity, and reliability. In addition, a separate section addresses results 
highlighting the supplemental analyses completed.
Phase I: Summary o f  Content Validity Evidence 
Items which had been selected for inclusion on the CI-N based on pilot data 
were submitted to a panel of ten content and measurement experts for review. Each 
was asked to indicate the dimension o f  caring to which the item most appropriately 
corresponded and to indicate the degree to which the item served as an indicator o f 
the dimension.
Table 4 provides the descriptions of the dimensions provided the content 
experts, which include Interpersonal Sensitivity, Moral/Ethical Consciousness, and 
Professional Commitment. The Interpersonal Sensitivity dimension was derived 
from combining the Receptivity and Responsivity elements outlined in the original 
conceptual framework. This was considered appropriate due to the lack of
68
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Table 4
Description o f Hypothesized Dimensions 
o f Caring Provided to Content Experts
Dimension Description
Interpersonal Enjoys making associations with people;
Sensitivity (IS) easily establishes warm relationships. 
Inclined to readily offer assistance 
and support to others.
Moral/Ethical Tolerant o f individuals whose ideas
Consciousness (M/E) are different. Respects rights and 
dignity o f others. Considers what 
is right and just.
Professional Commitment Follows a consistent course in order
(PC) to identify with clients and extends 
efforts toward improved care for 
individuals. Is committed to furthering 
goals o f the profession.
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differentiation between the two dimensions revealed by factor analysis o f  pilot data 
and sim ilar concerns expressed in preliminary content review by professional nurses.
Review of Dimensions
For each item, content reviewers were asked to indicate which o f  the three 
dim ensions the item represented. A summary o f  percentages o f  agreement is 
included in Table 5. Since ten content reviewers responded to this task, percentages 
o f  agreement could have ranged from 0 to 1.00, in increments o f  .10.
Percentages o f  agreement on selection o f the dimension for each item ranged 
from .40 to 1.00, w ith .90 to 1.00 being most typical. Only four items had less than 
80% agreement, and those four items were rewritten to incorporate suggestions made 
by the content experts. For example, Item #3 originally stated, "Patients should 
depend upon health care providers to know what is best for them." This item was 
intended to tap the notion of patient rights in making decisions about their own 
health care. W hile this item was written to represent the Moral/Ethical 
Consciousness dimension, three experts viewed this item as a measure o f  
Professional Commitment. This item was changed to read, "Patients should not 
question the advice o f  nurses", which seemed to more clearly convey the intended 
content idea.
Two of the experts who had written extensively about the construct o f caring 
were particularly helpful with theoretical linkages and suggestions for rewording. 
For example, one reviewer noted some overlap between Moral/Ethical Consciousness 
and Professional Commitment as a result o f  the recently published ANA Social
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Summary o f Agreement by Content Validity Experts (n=10)
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Table 5 (continued)
































47 .80 . 90
48 .90 .80
49 1.00 .80
* Indicates items revised as a result o f content review
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Policy Statement. Although the idea presented in a particular item might represent 
the M oral/Ethical dimension, the fact that the professional organization had published 
policy related to it m ade the item representative o f the Professional Commitment 
dimension.
These comments were helpful in providing insight into experts’ judgments 
about dimension representation. Subsequent to identification o f  the dimension 
represented by each item, reviewers were asked to rate the strength o f  each item as 
an indicator o f  the dimension to which it had been assigned.
Review o f  Indicator Strength 
Reviewers were asked to indicate on a scale o f Very Weak (1) to Very Strong 
(4), the degree to which each item served as an indicator o f  the chosen dimension. 
Agreement results are also found in Table 5.
Percentages o f  agreement of experts concerning the extent to which the item 
serves as an indicator o f  the dimension to which it was assigned ranged from 70 to 
100, with 80%  to 90%  most typical. Only one item received less than 80% 
agreement, and that item was rewritten.
Phase II: Construct Validity and Reliability 
This section includes a description o f study participants, a summary of 
characteristics of instrumentation based on participant responses, and analysis o f 
research questions.
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Study Participants
The sample for Phase II o f this study consisted o f all professional nurses 
employed in 12 hospitals located throughout the state. All acute care hospitals with 
average daily census reported in the American Hospital Association Guide to Health 
Care (1991) were placed into one o f  four categories based on size. Agencies were 
randomly selected from each o f  the four categories.
A total o f 734 instrument packets were distributed, and 421 useable packets 
were returned. All participants received one o f four types o f  packets. All packets 
contained the CI-N and demographic questionnaire. In addition, some packets 
contained all self-report instruments used in the study including the CAI, the 
Questionnaire Measure o f Emotional Empathy (QM EE), the Nurturance and 
Aggression Scales o f  the Personality Research Form, the Commitment Scale (CS), 
and the short form o f  the Doainatism Scale (DS) (Rokeach, 1960).
Due to concern that the length o f the entire instrument packet m ight reduce 
the return rate, other packet types contained only three o f the additional instruments. 
Types o f instrument packets were systematically assigned. Table 6 describes the 
distribution o f  each packet type and the return rate for each.
The overall return rate was 57.3% for all packet types. The size of the 
instrument packet appeared to have a direct impact on return rate, with the packet 
containing all instruments reflecting a 17.4% return rate. The rate dramatically 
increased to 63.4% and 83.8% for the other instrument packets containing fewer 
instruments. It should be noted that the packet with the highest return rate o f the
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Tabie 6
Summary of Distribution and Return 
o f  Instrument Packets
Packet Type Distributed Returned % Return





















Packet #4: 326 194 59.5%
CI-N
Demographic
T otal 734 421 57.3%
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packets containing multiple instruments had slightly fewer total items than, the others 
with multiple instruments, however, the packets containing only the CI-N and the 
demographic questionnaire only achieved a 59.5% return rate.
Characteristics o f Participant Sample
A summary o f  demographic data related to participants is presented in Table 
7. Characteristics o f  the sample are similar to those found in the population of
nurses in the state o f  Louisiana according to the Louisiana State Board of Nursing 
Annual Report (1992).
The typical participant was female, married, between the ages o f  25 and 35, 
and employed full-time on a medical-surgical unit. While the percentage o f  male
participants was relatively small (7.4%), this percentage closely paralleled the current 
percentage o f  nurses in the state who were male (6.6%). Age and marital status were 
also comparable to the general population of nurses.
While a large number o f nurses who had been in practice between 11 and 20 
years (25.4%), a notable number (45.1%) who had been in practice five years or less. 
Educational preparation rellccted a greater percentage o f participants with the 
baccalaureate degree in nursing and a smaller percentage of those with a diplom a 
than is found in the general nursing population. This could be related to the 
proximity o f  the data collection sites to institutions offering a baccalaureate 
education.
The sample was fairly evenly distributed among size categories o f  hospitals, 
although the smallest percentage represented hospitals with an average
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Less than one 91 21.6
I-5 99 23.5
6-10 78 18.5












Masters in Nursing 7 1.7
Masters other field 3 .7
Baccalaureate in Nursing 196 46.6
Baccalaureate
other field 19 4.5
Diploma 48 11.4
Associate in Nursing 100 23.8
Vocational School 48 11.4




Intensive Care 62 14.7
Nursery 39 9.3
Emergency Dept. 39 9.3
O.R./Post-Anesthesia 23 5.5
Other:
General Duty 84 19.7
Administration 14 3.3
1.4





over 400 105 25.0
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daily census less than 100. Only 19.3% (n=81) o f  the respondents were employed 
in the smallest category of hospitals. The other three categories were more equitably 
distributed and ranged from 25% to 28.9%.
Instrument Characteristics 
Descriptive statistics including means, standard deviations and percentages o f 
maximum possible scores, as well as internal consistency reliabilities were completed 
for scales and subscales o f each instrument used in this study. Tables 8 and 9 
provide summ aries o f these results. A summary o f  descriptive statistics by 
demographic variables for each instrument may be found in Appendix B.
Carina Ability Inventory (CAI)
Items on the CAI require a response on a scale o f Strongly Disagree (1) to 
Strongly Agree (7). Reverse-scored items were recoded prior to data analysis. 
Reverse-scored items arc indicated on the instrument provided in Appendix A.
Data from the original study which documented development o f the CAI 
(Nkongho, 1990) was the only source o f information available concerning the 
characteristics o f the instrument and the author states that the three subscales were 
established through "reliability procedures." N kongho’s study included a large 
sample o f  students from a variety o f majors (n=462) and a smaller sample o f  nurses 
(n=75). A principal components analysis was completed and a three-factor solution 
was identified as best representing the data.
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Table 8
Summary o f Descriptive Statistics for All Scales/Subscales
Scale/
Subscale n Mean S.D.
Mean % 




Courage 104 56.0 9.5 76.7
Patience 104 79.6 7.9 85.5
Questionnaire Measure 
o f  Emotional Empathv 
(QMEE) 101 43.7 21.8 66.5




t  o  -> 1 1 1.7 2.6 73.3




102 6.2 3.3 38.8
Doumatism Scale 
(DS)
135 -14.6 17.6 37.8
Commitment Scale 
(CS)
132 28.6 5.3 79.4
Client Perception of 
Carina (CPC)
27 46.3 9.3 77.0
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Table 9
Summary o f  Alpha Coefficients for Scales and Subscales
Scale/ Subscale Alpha






o f  Emotional Empathy 
(QMEE)
.73
Nurturance Scale o f the
Personality Research Form 
(PRF-NS)
.65
Aggression Scale of the









Client Perception of Carina 
(CPC)
.97
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The conceptual framework upon which the instrument was developed was 
derived from M ayerolTs (1971) discussion o f caring. W hile the instrument’s 
developer discusses eight indicators o f  caring, only three o f these are included in the 
subscales. Definitions o f the indicators are somewhat unclear and appear to overlap, 
and many items seem to lack face validity. Insufficient evidence o f  validation 
warranted further investigation o f  the characteristics o f this instrument. While it is 
recognized that the sample was relatively small (n=103) given the num ber o f items 
on the CAI (n=37) and the resulting solution’s stability is suspect, exploration o f 
CAI factor structure was deemed warranted considering the lack o f  sufficient existing 
validity evidence.
Factor Analyses
A series o f analyses was completed on the CAI which included principal 
components analyses with both orthogonal and oblique rotations. In addition, 
eigenvalue, factor loading and variance explained statistics were computed (SPSS, 
1986). An initial unconstrained solution generated 12 factors with eigenvalues 
greater than 1.0, which accounted for 75.4% o f the variance in the data.
One-factor solution. An analysis was then initiated to investigate the 
instrument as a global measure o f caring. A one-factor solution accounted for 21.7% 
o f  the variance in the data and 28 items demonstrated factor loadings exceeding .33.
Two-factor solution. Since only 21.7% of the variance was explained by the 
one-factor solution, a two-factor solution was explored. This solution accounted for 
30.7% o f  the variance and Varimax rotation resulted in retention o f  26 o f the 37
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items, w ith 12 loading on the first factor and 14 on the second. Three items had 
factor loadings greater than .33 on both factors and eight did not load on either 
factor.
Clustered items seemed related to each other, with one factor appearing to 
represent Nkongho’s (1990) description of Courage (described as caring when 
direction o f  growth is unknown; sensitive and open to needs o f others). Items 
clustered on the other factor closely resembled N kongho’s (1990) description o f  
Patience (characterized by tolerance, acceptance, and genuineness).
Three-factor solution. Since three subscales had been identified in the 
original research, a three-factor solution of the CAI was also computed. This 
solution accounted for 38.7% of the total CAI item variance.
Application o f  the decision rules detailed in Chapter 3 after orthogonal 
(Varimax) rotation resulted in retention of only 28 o f  the 37 items, with twelve items 
loading on the first factor, nine items loading on the second, and seven items loading 
on the third. Three items did not load on any factor and seven loaded on more than 
one factor. Items did not tend to cluster in groups as originally described (Nkongho, 
1990) and definitive patterns in item clustering were not discernable.
Results of the one-factor, two-factor, and three-factor solutions are 
summarized in Appendix C. The two-factor solution appeared to more clearly 
differentiate items according to Nkongho’s (1990) original description and, therefore, 
was deemed the most appropriate form of the CAI for use in this study.
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Descriptive Statistics
The scores on the 12-item Courage subscale of the revised CAI (n=104) 
ranged from 32 to 73, with a mean o f  56 and standard deviation o f  9.45. The mean 
for the 14 item Patience subscale was 79.57 with a standard deviation o f 7.86.
Individual item scores ranged from 1 to 7 on most items, with an item mean score
o f  5.13.
Reliability
Cronbach Alpha internal consistency reliability coefficients were computed 
for subscales derived in each o f the factor analyses. Alphas ranged from  .59 to .66 
on the subscales derived from the three-factor solution model, were both .74 for 
subscales o f the two-factor solution, and the Alpha was .83 for the revised CAI 
single factor.
Questionnaire Measure of Emotional Empathy (QMEE)
Although the authors o f the QMEE refer to various subscales consisting o f 
various types o f emotional empathy, the scale is described as a unitary scale for 
which a total score is derived (Mehrabian & Epstein, 1972). Responses are made 
to items on a scale o f Strongly Disagree (-41 to Strongly Agree (+4). Items requiring 
reverse scoring were recoded prior to data analysis. These items are indicated on the 
instruments included in Appendix A.
The mean score for the scale was 43.7, with a standard deviation o f 21.8.
Scores ranged from a low o f -7 to a high of 89, with a possible range o f -132 to 
+ 132. While slightly higher than the overall mean in Mehrabian and Epstein’s study
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(mcan=33; SD=24), the scores were comparable to means isolated for women in 
their study (mean=44; SD=21) (Mehrabian & Epstein, 1972). The m ean percentage 
o f  the maximum possible score was only 66.5%. However, it should be noted that 
some items on the QM EE are designed to draw upon the "emotional contagion" 
aspect o f empathy, which is often considered incompatible with the objectivity 
required in helping relationships.
Item scores ranged from -4 to +4 on most items. Coefficient Alpha for the 
scale was .73, slightly lower than the .84 split-half reliability reported by M ehrabian 
and Epstein. Since a unidirectional scale was needed for purposes o f  data analyses, 
items were recoded as follows: -4=1; -3=2; -2=3; -1=4; +1=5; +2=6; +3=7; +4=8.
A summary o f  descriptive statistics for the QMEE by demographic 
characteristics is located in Appendix B. With few exceptions, the means and 
standard deviations were consistent across groups for age, marital status, years 
experience, education practice area and hospital size. Consistent with previous 
findings, females scored higher than males, however it should be noted that only five 
males completed the QMEE.
Nurturance Scale o f  the Personality Research Form (PRF-NS)
The Nurturance Scale (PRF-NS) consists o f 16 true or false items. These were 
coded 0 for false and 1 for true and reverse scored items were recoded prior to data 
analysis. Reverse-scored items are indicated on the instrument which is included in 
Appendix A.
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The mean score lor this scale was 11.7, with a range from 4 to 16 (with a 
possible range o f  0 to 16), and a standard deviation o f  2.6. These findings are 
comparable to results from prior studies which demonstrated the mean for females 
at 11.4 (SD=3.6) and for males at 8.9 (SD=4.1) (Jackson, 1989).
A Cronbach Alpha internal consistency reliability coefficient o f  .65 was 
com puted for the 16-item scale, consistent with the ranges o f internal consistency 
(even-odd) o f .65 to .79 reported by Jackson (1989). Means were consistent across 
all groups by demographic characteristics for a total o f 133 participants.
Aggression Scale o f the Personality Research Form (PRF-AS)
The Aggression Scale (PRF-AS), a part o f the same personality profile 
instrum ent as the PRF-NS. also consists o f 16 true or false items. W ith a potential 
score range o f  0 to 16, scores range from a minimum of 1 to 13, with a mean o f  6.2 
and standard deviation o f 3.0. These mean scores tended to be slightly lower than 
those reported in the literature (M= 8.9 for males; M = 7.8 for females) (Jackson, 
19S9).
No noticeable differences were observed when comparisons were made by 
gender, employment status, education, practice area, or hospital size. The computed 
Cronbach Alpha internal consistency reliability coefficient o f  .69 is consistent with 
internal consistencies reported by Jackson (1989) ranging from .63 to .74.
Domnatism Scale (DS)
Respondents were asked to rate items on the Dogmatism Scale DS on a scale 
from Disagree Very Much (-3) to Agree Very Much (+3). No items were reserve
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scored. The mean score on this 20 item scale was -14.6, with scores ranging from - 
54 to +34 (with a possible range o f  -60 to +60). The standard deviation was 17.6.
Means scores were slightly lower for females than males, appeared to 
decrease with age, and were somewhat lower for those in intensive care and 
emergency room practice areas. The mean for this sample was similar, though 
slightly more neutral than the mean for a group o f medical students (M =-17.5) in 
a study by DiRenzo (1986).
While there were some differences noted among experience and education 
variables, no directional pattern was discernible. There were no remarkable 
differences in mean scores among other subgroupings o f the DS scores. A summary 
o f descriptive statistics by demographic variables may be found in Appendix C.
The original 40 item Dogmatism Scale (Rokeach, 1960) reported reliability 
coefficients ranging from .68 to .93, with the short-form correlations to the longer 
form reported as .95 by Troldahl and Powell (1965). The Alpha coefficient derived 
from respondent data in this study was .83, which was well within the ranges 
previously reported.
Commitment Scale (CS)
The Commitment Scale was designed to yield a single score o f commitment 
by asking participants to reflect their willingness to leave the profession for no 
increase, a slight increase, or a large increase in pay, job freedom, status, and 
friendliness o f coworkers. Coding o f  responses was completed as follows: Yes,
Definitely willing to leave (1), Uncertain o f willingness to leave (2), and No,
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Definitely Not willing to leave (3) for the various incentives. These scores were 
added to derive a total commitment score.
The mean score for this scale was 28.6 with a standard deviation o f  5.3. With 
a possible range o f scores from 12 to 36, the minimum score was 14 and the 
maximum 36. Although only 4 respondents were reported in the age group over 55. 
the mean was noticeably higher for this subgroup. This is consistent with Becker’s 
(1960) finding that commitment tend to increase in later years when individuals have 
a larger investment in the profession or organization.
Likewise, those in the experience categories o f  less than one year and over 
20 years reflected higher mean scores than other categories. This,too, reflects 
Becker’s (1960) observation that the highest commitment is found in individuals just 
entering the profession and those at the end o f  their careers. No other notable 
differences in mean scores were observed in the data.
The Alpha coefficient for the CS based upon 132 respondents was .90. No 
prior coefficients of internal consistency were reported in the literature.
Client Perception o f Caring (CPC)
The CPC demonstrated high internal consistency (Alpha .97) and item-to-total 
correlations ranging from .72 to .90. While the author expressed concern over low 
item-to-total correlations for items 3 and 6 (McDaniel, 1990), these items correlated 
.86 and .89, respectively with total scale scores for the data set in this study.
Mean scores for nurses on the 10-itein, 6-point scale ranged from 24 to 57.25, 
with an overall mean of 46.3 and standard deviation o f  9.3. Individual item scores
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ranged from 1 to 6, with an average item mean of 4.6. Examination o f  agreement 
among clients in assessment o f nurses using the CPC revealed that scores for nurses 
varied by 10 points or less among client ratings for 22 o f the 27 (81.5%) nurses. 
Only one had variations in scores greater than 15 points.
Analysis of Research Questions 
Question 1
What is the psychometric structure o f  the Cl-N?
Investigation o f  the characteristics o f  the CI-N included analysis o f  item 
ranges and means, factor analyses with orthogonal and oblique rotations, inter-item 
and item to subscale correlations, test-retest reliability and tests o f subscale internal 
consistency reliability. In all factor analysis solutions, decision rules to retain items 
were applied as outlined in Chapter 3.
A total o f  421 participants completed the 50-item self-report instrument which 
included 40 items representing the hypothesized dimensions o f caring and 10 social 
desirability items. Individual item scores ranged from 1 to 4 for the caring items, 
with the exception o f three items (numbers 14, 32, 49).
The means for each item ranged from 2.74 to 3.75. Relatively high item 
means were expected since the sample for the study consisted o f a group o f  nurses, 
who were expected to be higher than average in caring. A listing o f item ranges, 
m eans and standard deviations is included in Appendix D.
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Factor Analyses
A series o f factor analyses was completed for the CI-N, including principal 
components analysis with orthogonal and oblique rotations (SPSS, 1986). Social 
desirability items were excluded from the factor analyses. An unconstrained solution 
yielded 13 factors with eigenvalues greater than 1.0 which accounted for 62%  of the 
variance in the data. The rotated 13 factor solution contained one factor w ith seven 
items, one with four items, one with three items, nine with two items, and one w ith 
only one item. The criterion o f intcrpretability suggested that this solution was not 
meaningful for scale construction. The results o f the 13-factor solution are included 
in Appendix E.
Subsequent factor analyses with orthogonal and oblique rotations were 
completed extracting from one to thirteen factors. The three-factor and four-factor 
solutions were o f  particular interest in reviewing the factor analysis results. The 
conceptual framework which formed the basis for development o f  the instrument 
envisioned four dimensions. However, initial content validity procedures resulted in 
the corroboration o f  only three dimensions due to experts’ concerns about the lack 
o f  differentiation between two o f  the dimensions indicated in factor analyses o f  pilot 
data and previous content validation. In order to explore the affective component 
o f  caring as a global construct, a one-factor solution was also reviewed.
One-factor solution. Tabic 10 depicts the one-factor solution for the items 
with factor loadings greater than .33. Factor loadings ranged from .34 to .59 for 29
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Tabic 10
Summary o f  One-Factor Solution for Caring Inventory for Nurses (CI-N)
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Table 10 (Continued)
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Table 10 (continued)





49 i  ̂  /•. j j 6 .58*
* Denotes items meeting criteria for item retention
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of 40 (72%) items retained, with 62.5% of the factor loadings greater than .40. The 
percentage o f variance in the data explained by a one-factor solution was 17.6%.
Three-lactor solution. Table 11 outlines the oblique rotation for the three- 
factor solution which accounted for 34.6% of the variance. As suspected, both 
orthogonal and oblique solutions reflected similar groupings o f items among factors. 
A total o f 31 items satisfied decision rules with the oblique solution, w ith 3 items 
failing to load on any factor and 6 loading on more than one. Thirty-three items 
were retained in the orthogonal solution, with four items failing to meaningfully load 
on the factors and three items loading on more than one factor.
Four-factor solution. The four-factor solution o f  the CI-N accounted for 
39.3% of the variance in the data. Although oblique rotation was deemed most 
appropriate given the original conceptualization of the caring construct, both oblique 
and orthogonal rotations were completed. Table 12 reports the factor loadings 
(correlations) which met the decision criteria for the four-factor oblique solution.
A total o f  32 items satisfied the decision rules with the oblique rotation, with 
8 items loading on the first factor, 11 loading on the second, 7 loading on the third, 
and 6 loading on the fourth. Two items did not load on any of the factors, while 
seven items loaded on more than one factor at or exceeding .33.
The orthogonal solution provided 31 items satisfying the decision rules, with 
8 loading on the first factor, 13 loading on the second, 4 on the third factor
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Table 11
Summary of Three-Factor Solution With Oblique Rotation for CI-N 
CI-N Item Communality I II III
1 .236 .47* .10 .07
2 .214 .42* .18 .08
n
3 .191 .04 .22 .38*
4 .308 .20 .50* .13
6 .141 .11 .26 .24
7 .275 .14 .25 .44*
8 .279 .29 .02 .44*
9 .128 .13 .65* .28
11 .345 .43 .14 .38
12 .319 .40 .20 .35
13 .399 .11 .42 .46
14 .629 .31 .72* .09
16 .489 .22 .33 .57*
17 .307 .54* .01 .57
18 .258 .23 .32 .12
19 .475 .09 .63* .32
21 .3 / 3 .50* .27 .27
(table continues')
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Table 11 (continued)
CI-N Item Communality I II III
22 .268 .43* .28 .21
23 .307 .35 .34 .10
24 .420 .26 .60* .06
26 .311 .09 .21 .51*
27 .358 .35 .38 .29
28 .350 .52* .27 .05
29 .181 .18 .34* .19
31 .278 .43* .28 .12
32 .442 .50 .41 .15
33 .091 .09 .27 .10
34 .590 .27 .71* .14
36 .264 .10 .27 .42*
37 .408 .18 .19 .58*
38 .250 .43* .04 .26
39 .430 .19 .58* .24
41 .432 .55* .14 .34
42 .479 .61* .03 .32
43 .276 .19 .01 .49*
(table continues)
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Table 11 (continued)
CI-N Item Communal ity I II III
44 .303 .43* .33 .12
46 .376 .59* .15 .09
47 .297 .20 .12 .49*
48 .324 .51* .13 .22
49 .530 .29 .62* .25
Eigenvalue 4.99 5.09 3.75
Variance Explained 12.5% 12.7% 9.4%
* Denotes items meeting criteria lor retention
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Table 12
Summary o f Four-Factor Solution With Oblique Rotation for CI-N
Item Communality I 11 III IV
1 .250 .14 .47* .10 .00
2 .254 .25 .40* .16 .08
o .430 .08 .01 .04 .65*
4 .344 .46* .19 .02 .31
6 .159 .28 .08 .25 .11
7 .413 .15 .16 .17 .58*
8 .310 .05 .30 .32 .34*
9 .540 .65* .09 .21 .26
11 .469 .23 .38 .52* .04
12 .350 .19 .40* .23 .32
13 .462 .10 .25 .51*
14 .665 .76* .27 .08 .11
16 .532 .32 .24 .52* .32
17 .319 .02 .55* .11 .06
18 .304 .27 .23 .16 .39*
19 .493 .62* .06 .18 .27
21 . JOJ .27 .48* .23 .08
(table continues')
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Table 12 (Continued)
Item Coniinunality I II III IV
22 .365 .37 .39 .24 .14
23 .355 .31 .35 .11 .35
24 .455 .63* .22 .08 .04
26 .358 .23 .05 .50* .22
27 .398 .36 .35 .15 .36
28 .379 .28 .53* .02 .15
29 .191 .32 .21 .14 .16
31 .307 .34 .41 .17 .00
32 .479 .41 .50 .04 .25
33 .190 .20 .11 .11 .36
34 .628 .74* .22 .13 .12
36 .283 .26 .08 .34 .31
37 .442 .17 .17 .47 .41
38 .263 .08 .42 .27 .09
39 .412 .60* .15 .22 .17
41 .356 .17 .54* .31 .19
42 .506 .09 .61* .35 .09
43 .390 .08 .16 .60* .03
(table continues)
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Table 12 (continued)
Item Communality I II III IV
44 .336 .38 .40 .17 .00
46 .450 .13 .61* .04 .24
47 .536 .01 .15 .71* .13
48 .443 .08 .54 .03 .38
49 .585 .58* .28 .07 .40
Eigenvalue 5.06 4.92 3.19 2.98
Variance Explained 12.7% 12.3% 8 .0% 7.4%
* Denotes items m eeting criteria for retention
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and 6 on the fourth. Four did not load on either factor at the specified .33 level, 
while five loaded on more than one factor. The orthogonal solution is reported in 
Table 13.
Second-Order Factor Analysis. The large number o f  factors extracted in 
the initial unconstrained solution (n= 13), the increased variance explained by this 
solution when compared to the four-factor, oblique solution, and concern about 
the magnitude o f  item communalities. suggested that a higher-order factor 
structure might better explain the data. Subsequently, factor scores were 
computed for the original unconstrained 13-factor solution. A summary of factor 
score loadings used in the second-order analysis can be found in Table E-2 of 
Appendix E.
Using these factor scores, a second-order factor analysis with orthogonal 
and oblique rotation was completed. This analysis resulted in the identification o f  
seven salient, second-order factors that explained 53.8% o f the total CI-N factor 
score variance. Table 14 summarizes the results o f this analysis. O f these seven 
factors, only six were considered conceptually interpretable, and all but a few 
second-order factor loadings were relatively low. Two second-order factors were 
defined by only one first-order factor, and one second-order factor was defined by 
only two first-order factors. For example, second-order Factors 6 and 7 were 
each defined by one first-order factor. Each o f these first-order factors was, in
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T ab le 13
Summary of Four Factor Solution With Orthogonal Rotation for CI-N
Item Communal ity I II III IV
1 .229 .08 .47* .01 .04
2 .218 .21 .39* .10 .11
3 .430 .01 .09 .65* .01
4 .457 .43* .13 .27 .09
6 .121 .26 .04 .08 .22
7 .352 .06 .08 .57* .12
8 .291 .15 .26 .34* .29
9 .448 .62* .01 .20 .14
11 .379 .16 .36 .08 .47
12 .249 .09 .35* .30 .17
13 .351 .29 .01 .48* .20
14 .590 .74* .21 .04 .01
16 .383 .26 .11 .28 .48*
17 .316 .07 .55* .07 .05
18 .213 .20 .17 .37* .10
19 .421 .60* .03 .21 .12
21 .294 .25 .46* .04 .16
(table continues!
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Table 13 (continued)
Item Communal ity 1 II III IV
22 .318 *■>.JO .37 .18 .18
23 .025 .23 .30 .33* .04
24 .410 .62* .17 .02 .01
26 .300 .17 .01 .18 .48*
27 .275 .28 .28 .33* .07
28 .332 .21 .51* .13 .11
29 .227 .34* .26 .13 .13
31 230 .29 .38* .03 .10
32 .361 .32 .45* .22 .05
 ̂-> JO .178 .16 .07 .35* .15
34 .548 .72* .16 .05 .05
36 .211 .20 .01 .28 .31
37 .343 .08 .09 .38* .43
38 .216 .01 .40* .08 .22
39 .368 .57* .08 .11 .15
41 .346 .05 .51* .17 .24
42 .432 .03 .59* .07 .28
43 .362 .02 .12 .00 .59*
(table continues)
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Tabic 13 (continued)
Item Communality I II III IV
44 .264 .33 .38 .04 .10
46 .430 .03 .60* .24 .13
47 .557 .06 .13 .16 .72
48 .408 .03 .50 .39 .05
49 .503 .52* .20 .36 .03
Eigenvalue 4.22 3.97 2.71 2.48
Variance Explained 10.6% 9.9% 6 .8% 6.2%
* Denotes items meeting criteria for retention


















Summary of Second-Order Factor Structure for CI-N 
First-Order
Factor Communality 1 II
1 .735 .03 -.01
2 .504 .04 -.67
"■> .643 -.14 -.02
4 .387 -.33 .07
5 .617 .54 .07
6 .424 .01 .63
7 .268 .50 -.07
8 .332 -.55 I O
9 .467 .10 -.02
Second-Order Factors 
III IV V VI VII
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.01 .05 -.07 .78 -.00
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turn, defined by only one item factor score loading which satisfied the originally 
established criteria for retention o f variables on the first-order factors. However, the 
first second-order factor included two first-order factors which conceptually 
represented the dimension o f Receptivity, and second-order Factor 2 included two 
first-order factors that conceptually represented elements of Responsivity.
These results provided some evidence to support the potential higher-order 
conceptualization o f the caring construct which seems to await further CI-N 
instrument item development. However, because o f  concern about subscale 
reliabilities, subsconstruct clarity/ meaningfulness, and subconstruct validities (e.g., 
only one, two, or a small number o f  first-order factors defining some o f  the second- 
order factors identified), the decision was made to retain the previously established 
four-factor oblique CI-N solution in subsequent criterion-related validity analyses.
Selection o f Final Structure. In selecting a final factor structure for the CI-N 
to be used in subsequent analyses, consideration was given to finding a simple 
structure with face validity and one that was conceptually logical. Attention was 
also given to selecting a structure which would provide adequate subscale 
composition. Although variance explained by the data was not greatly increased 
(4.7%) from a three-lactor to a four-factor solution, the clustering o f items in the 
four-factor solution appeared to provide a better fit o f the results with the original 
conceptual model o f caring proposed. Dimensions were not expected to be 
independent, and rather moderate correlations were found between factors.
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Factors were correlated as Follows: Factors 1 and 2 (r= 24); Factors 1 and 3 (r=. 19); 
Factors 1 and 4 (r=.22); Factors 2 and 3 (r=.19); Factors 2 and 4 (r=. 13); Factors 3 
and 4 (r=.12). Therefore, the lour-factor oblique solution was selected for use in 
further study o f  the construct validity o f the CI-N.
The content and clustering o f  items in the four-factor, oblique solution 
suggested the following CI-N subscale names: Professional Commitment,
Responsivity, Receptivity and Moral/Ethical Consciousness.
Item and Subscale Correlations
Subsequently, item-to-subscale correlations were computed for each o f the 
four subscales o f the CI-N. Table 15 lists item-to-subscale correlations for each 
subscale for the factor analyzed version o f the CI-N. Correlations between items and 
subscale totals were relatively moderate (r=.45) to moderately strong (r=.79) in 
magnitude. The CI-N item/subscale average (mean) correlations for the various 
subscales ranged from .53 (Responsivity) to .67 (Professional Commitment).
Inter-item correlations within each subscale were relatively low to moderate 
in magnitude, though significantly (p<.01), correlated w ith each other. The CI-N 
subscales were moderately, though significantly intercorrelated (p <.01 ) as follows: 
Professional Commitment with Responsivity, (r=.33); Professional Commitment with 
Receptivity, (r=.32); Professional Commitment with Moral/Ethical Consciousness, 
(r=.33); Responsivity with Receptivity (r=.38);Responsivity with Moral/Ethical 
Consciousness, (r=.35); and Receptivity with Moral/Ethical Consciousness, (r=.31).
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Table 15
Item to Subscale Correlations lor CI-N (n=421)
Alpha if
Subscale CI-N Item Correlation Item Deleted
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CI-N Subscale CI-N Item Correlation Alpha if 
Item Deleted
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Question 2 
To what extent is the CI-N reliable?
Internal Consistency Reliability
Cronbach Alpha internal consistency reliability coefficients were computed 
for each o f the CI-N subscales and were as follows: Receptivity .67; Responsivity 
.74; M oral/Ethical Consciousness .57; and Professional Commitment .82. Table 15 
includes Alpha Coefficients for subscales i f  individual items are deleted. Although 
the measure o f  internal consistency for the M oral/Ethical Consciousness subscale was 
lower than desired, it should be noted that the small number o f  items retained on the 
scale may have contributed to the low Alpha Coefficient. One item (#33) on the 
M oral/Ethical Consciousness subscale was deleted due to the effect on the internal 
consistency reliability and low inter-item correlations.
Tests o f Stability
Stability o f  the items and subscales was measured by test-retest procedures 
over a three-week, test-retest interval. A total o f 37 participants responded to both 
administrations o f  the instrument. Table 16 summarizes test-retest data for subscales. 
Subscalc test-retest reliability coefficients were all statistically significant (p<.01) and 
ranged from .60 (Responsivity) to .81 (Receptivity). Collectively, individual CI-N 
items showed stability over time, with 25 o f  40 items correlating significantly 
(p<.05) between test and retest periods.
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Table 16
Summary o f Test-Retcst Measures o f Stability 
for Cl-N Subscales (n=37)
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Question 3
Is there a statistically significant relationship between self-report scores on the 
CI-N and the CAI?
While the CAI was developed as a general measure of caring which 
incorporates affective as well as cognitive elements, it was presumed to measure 
elements incorporated in the development o f  the CI-N. Although subscaies o f the 
CAI and the CI-N did not conceptually correspond, descriptions o f  characteristics 
within the subscales seemed to contain many overlapping similarities and, therefore, 
Pearson product-momcnt correlations were computed between all subscales o f the 
two instruments.
As described earlier, the CAI was reduced from three subscales to two 
through factor analysis. Table 17 reflects correlations among subscales, which 
ranged from .02 to .56. All subscale correlations were statistically significant with 
the exception o f  Receptivity/ Patience, (r=.02, p>.05) and M oral-Ethical 
Consciousness/ Courage (1- . I 8 ; p>.05).
Question 4
Is there a statistically significant relationship between scores on the 
Receptivity subscale o f  the CI-N and self-report measures of empathy as measured 
by the QMEE?
Since receptivity is described as the tendency to be sensitive and show 
concern and empathy to others, it was hypothesized that there would be a 
relationship between scores on the CI-N Receptivity subscale and the QM EE. The
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Table 17
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Pearson product-momcnt correlation between this CI-N subscale and the QM EE was
positive in direction and statistically significant (r=.31, p <.01).
Question 5
Is there a statistically significant relationship between scores on the
Responsivity subscale o f  the CI-N and self-report scores on the Nurturance Scale o f 
the PRF?
Responsivity is the tendency to provide support and to be nurturing, and 
altruistic. The relationship between responsivity and nurturance was explored by 
computing a Pearson product-moment correlation between mean scores on the PRF- 
NS and the Responsivity subscale o f  the CI-N. This relationship was confirmed as
positive in direction and statistically significant (r=.36, p <.01).
Question 6
Is there a statistically significant relationship between scores on the
Professional Commitment scale o f the CI-N and commitment as measured by the
CS?
Items on the Professional Commitment subscale of the CI-N are focused 
toward feelings o f responsibility for the specific professional context o f nursing. 
Although the CS is a more general measure of commitment, there was a 
moderately strong relationship between the scores on the two instruments, as
evidenced by the Pearson product-moment correlation (r=.54, p <.01).
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Question 7
Is there a statistically significant relationship between self-report scores on the 
Moral/Ethical Consciousness subscale o f  the CI-N and dogmatism as m easured by 
the short form of the DS?
Moral/ethical consciousness, as a component o f caring in the context o f 
nursing, involves acceptance o f others and having respect for the beliefs o f  others. 
The relationship between dogmatism and moral/ethical consciousness was explored 
by computing a Pearson product-moment correlation between m ean scores o f  the DS 
and the Moral/Ethical Consciousness subscale of the CI-N. A low, though 
statistically significant (r= - .3 1 ,p <.01) relationship which was negative in direction 
was confirmed.
Question 8
Is there a statistically significant relationship between self-report scores on 
subscales o f the CI-N and aggression as measured by the Aggression Scale o f  the 
PRF?
Pearson product-moment correlations were computed for each o f  the CI-N 
subscales and the PRF-AS. Although each o f the correlations was negative in 
direction, the strength o f the associations ranged from very weak to moderate.
The inverse relationship between Aggression and Professional Commitment 
was the strongest (r= -.31. p< .01), with a weaker, but still significant relationship 
between Aggression and Responsivity (r=-.24; p<.05) and Aggression and
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Moral/Ethical Consciousness (r=-.25. p<.05). The correlation between the Receptivity 
subscale and the PRF-AS (1-.O 6) was not statistically significant.
Question 9
Is there a difference in subseale scores on the CI-N between high and low 
caring groups as perceived by peers?
Subjects included in this portion o f  the study were placed into one o f  three 
groups as follows: ( 1) those receiving no nominations by peers as "high" in caring; 
(2) those receiving one or two nominations by peers; and (3) those receiving three 
or more nominations. Only subjects in the two extreme groups were used in 
analyses designed to answer this question. Differences between the two extreme 
groups were examined by completing separate two-tailed t-tests for independent 
means, using pooled variance estimates for each of the subscales o f the CI-N. As 
indicated in Table 18, statistically significant differences (p <.001) were noted 
between groups for all four o f  the CI-N subscales.
Question 10
Is there a statistically significant relationship between self-report scores on 
subscales o f the CI-N and patient perceptions o f  nurse caring as measured by the 
CPC?
This question was explored by computing Pearson product-mom ent 
correlations between subscales of the CI-N and mean scores o f  nurse ratings by 
clients on the CPC. Two subscales o f the CI-N were significantly correlated with 
mean scores for nurses on the CPC. The Responsivity subscale was strongly
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Table 18
Summary of t-Test Results lor CI-N Subscales 
by Peer Designated High and Low Caring Groups
CI-N Subscale Mean S.D. t value P
Receptivity
Group 1 20.0 3.37
Group 2 17.7 2.11 3.58 .001
Responsivity
Group 1 37.7 2.82
Group 2 34.6 3.42 4.20 .000
Moral/Ethical
Consciousness
Group 1 16.5 1.89
Group 2 14.5 2.17 5.43 .000
Professional
Commitment
Group 1 24.5 2.78
Group 2 20.1 3.07 6.37 .000
Group 1 = High Caring (n=32) 
Group 2 = Low Caring (n=45)
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correlated with the CPC (r=.80, p<.01), while the Professional Commitment subscale 
showed a moderate relationship (r=.41, p <.05).
The correlation between the Moral/Ethical Consciousness subscale and the 
CPC was positive in direction, but relatively low (r=.22), and little association was 
found between the Receptivity subscale and the CPC (r=.06). Neither o f  these 
relationships was statistically significant.
Question 11
How much o f the variance in the various Cl-N subscales is explained by the set 
o f empathy, nurturance, commitment, dogmatism and aggression variables?
The original research design had proposed exploring relationships by 
regressing each o f the CI-N subscales (as the dependent variable) on the measures 
o f  empathy, nurturance, commitment, dogmatism and aggression. Since the return 
o f survey packets including all of the instruments was very small (n=23), the results 
o f  this particular analysis were not considered useful.
Multiple regression was used, however, for exploring relationships between 
the CI-N subscales and two subgroupings o f instruments for which adequate data 
were available (n=102 and n= 132). The first analysis included the empathy and 
aggression scales as an independent variable set and the second analysis included the 
nurturance, commitment and dogmatism scales as an independent variable set.
Using Professional Commitment as the first dependent variable, empathy and 
aggression accounted for 32.9% (R=.573, p<.001) of the variance. For the second
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grouping o f  variables, nurturance. dogmatism, and comm itm ent accounted for 39.6% 
(R =62; p<.001) o f  the variance in the Professional Commitment variable.
Responsivity was the second dependent variable examined, with empathy and 
aggression accounting for 17.4% (R=.42, p<.001) o f  the variance in the dependent 
variable. Commitment, nurturance and dogmatism accounted for 14.6% o f the 
variance in the responsivity variable.
Empathy and aggression accounted for 10.3% o f  the variance in M oral/Ethical 
Consciousness (R=.32. p<.005); while nurturance, dogmatism and commitment 
accounted for 18.7% o f  the variance in the dependent variable (R=.43, p<.001). 
Empathy and aggression accounted for 8.5% o f  the variance in the CI-N Receptivity 
variable (R=.29. p<.001); while for the second grouping o f  scales, commitment, 
nurturance and dogmatism accounted for 17.3% o f  the CI-N variance (R=.42, 
p<.001). Introduction o f  interaction and quadratic terms into each o f these regression 
analyses produced little change in the variance explained in the various CI-N 
dependent variables.
Supplemental Research Questions 
Question 1
Are there significant differences among CI-N scores for various demographic 
groupings o f  nurses?
A series o f analysis o f variance and t-test procedures was completed for each 
o f the subscales o f the CI-N to explore differences by demographic characteristics 
including gender, age, marital status, years in practice, employment status, education,
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practice area, and hospital size. Scheffe’s (1959) post hoc multiple comparison tests 
were completed to identify specific group differences where significant F-values 
were obtained.
Significant differences in mean scores were found on each o f  the subscales 
when examined by gender. Table 19 summarizes results o f  t-tests. Females scored 
significantly higher (p<.05) than males on each o f the subscales. Analysis o f variance 
procedures determined significant F-values for groups according to age for the 
Receptivity, Responsivity and Professional Commitment subscales. Mean scores for 
those in the age group 20 to 25 were significantly higher than all o f  the comparison 
age groups on the Receptivity subscale.
Mean scores on the Responsivity subscale for those 46 to 55 years o f age
were significantly lower than those 20 to 25 and 36 to 45. Mean scores for those
over 55 were the highest o f all the groups, however the small number in this 
category contributed to the lack of statistical significance. Although the F-value for 
Professional Com m itment was significant (F=2.65, p<.03), multiple comparisons tests 
found no two groups significantly different at the .05 level.
Marital status revealed significantly lower scores for those who were
widowed than for other comparison groups on both the Receptivity and 
Moral/Ethical Consciousness subscales. Although the F-value for the Responsivity 
subscale was statistically significant (p<.01), no statistically significant differences 
were found between any two specific groups.
R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
123
T ab le  19
Summary o f  t-Tcst Results by Gender (n=421)
CI-N Subscale n Mean S.D. t value P
Receptivity
Female 383 19.7 2.69
Male 31 18.6 2.73 2.17 .031
Responsivity
Female 383 6.5 3.37
Male 31 34.9 3.23 2.55 .011
Moral/Ethical
Consciousness
Female -'O''*JO J 19.9 2.14
Male 31 17.5 2.51 5.89 .000
Professional
Commitment
Female 383 23.2 3.09
Male 31 21.6 3.60 2.62 .009
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Those nurses with less than one year experience recorded the highest mean 
score on the receptivity subscale, but this was only significantly different from one 
other group. While those with 11 to 20 years experience scored significantly lower 
(statistically), the difference in the two mean scores from the overall mean was less 
than 0.8.
For both the Moral/Flhical Consciousness and the Professional Commitment 
subscales, those with less experience (less than one year) scored significantly higher 
than those with 1 1 to 20 years experience.
Analysis o f  mean differences by hospital size revealed significantly higher 
scores for nurses in larger hospitals (average census over 400) on the Receptivity and 
Responsivity subscales than for those employed in hospitals with an average census 
less than 400. There were no significant differences on the other two subscales.
Although significant F-values were found f-r  groups by education on the 
Receptivity and Responsivity subscales and in practice areas for the M oral/Ethical 
Consciousness and Professional Commitment subscales, multiple comparisons tests 
revealed no significant differences in mean scores on any o f the subscales by specific 
groups according to employment status, education, area o f clinical practice, or 
hospital size. No statistical nor empirical differences were found in means according 
to the type (size) of packet completed by respondents. Agreements made with 
hospitals for agency anonymity prevented an analysis by individual hospitals.
R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
125
Question 2
To what extent does a social desirability response set affect CI-N item and 
subscale variance?
Response styles o f acquiescence and desirability have been identified as 
threats to validity, especially lor measures o f affective characteristics. Equal 
numbers o f negatively and positively worded items were included in the design of 
the CI-N in an attem pt to suppress acquiescence.
Knowles (1988) has noted that socially desirable responses increase when 
respondents are required to answer questions repeatedly that are closely related. 
Therefore, items representing various dimensions were systematically dispersed. In 
addition, ten items from the Short Social Desirability Scale (SDS) (Greenwald & 
Satow, 1970) were included. A factor analysis o f the complete instrument (CI-N 
items plus SDS items) revealed clustering of the social desirability items on one 
factor. Items retained on each of the CI-N subscales were examined to compare 
item-to-subscale correlations with itcm-to-SDS subscale correlations. Results are 
shown in Table 20. All CI-N item-to-subscale correlations are greater than item-to 
social desirability correlations.
Intercorrelations between subsealcs o f  the CI-N, other measures, and the SDS 
are found in Table 21. Low, though statistically significant, correlations were found 
between the SDS and Responsivity (r=.41, p<.01), Moral/Ethical Consciousness 
(r=.38, p<.01). and Professional Commitment (r=.21, p<.01) subscales o f  the CI-N 
and the PRF-AS (r=.20. p<.05).
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T ab ic  2 0
Summary o f  Cl-N Item-to Subscale and
CI-N Item-to-Social Desirability Scale Correlations
Subscale/ Subscale Item-to-SDS
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Tabic 21
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Additional Analysis 
An additional multiple regression analysis was completed using the Client 
Perception o f Caring (CPC) instrument as the dependent variable and the CI-N 
subscales as an independent variable set. The CI-N subscales (Professional
Commitment, Responsivity, Moral/Ethical Consciousness, and Receptivity)
collectively accounted lor 78.6% o f the total variance in patient responses to the 
CPC instrument (n=37) (R=.S9. pc.001).
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CHAPTER 5: DISCUSSION. CONCLUSIONS AND RECOM M ENDATIONS 
The purpose o f  this study was to investigate the construct of caring in the 
helping professions and to develop an instrument to measure the affective component 
o f  caring in the specific context o f  professional nursing. The study involved three 
phases o f investigation: development of a conceptual framework for the construct of 
caring, instrument development, and multiple examinations o f validity evidence.
The phenomenon o f  earing has only recently been studied system atically and 
no single theory has been advanced which models its complexities. While caring has 
long been recognized as an integral aspect o f helping professions such as nursing, 
there has been no empirical evidence to confirm this assumption. This inquiry 
sought to identify the representative concepts that comprise the affective component 
o f the phenomenon o f caring and the relationships among these concepts.
Since inquiry into the eonstrucl o f  caring is a relatively new  occurrence, and 
most studies related to caring have used a phenomenological approach which 
emphasizes the subjective experience o f  individuals, few instruments are available 
which attempt to measure aspects o f  caring. The paucity o f appropriate measurement 
instruments for exploring the construct o f  caring confirmed the need for development 
o f relevant instrumentation. The Carina Inventory for Nurses (CI-N) was developed 
to meet this need. The last phase o f this study focused on construct validation o f  the 
Caring Inventory for Nurses (CI-N). Loevinger (1957) proposed that proper 
validation o f tests includes substantive, structural and external components. The 
substantive component addresses the extent to which items address on theoretical
130
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grounds an appropriate universe o f content. The structural component refers to 
examination of interrelationships among items and dimensions, while the external 
component seeks to examine the degree to which test results correspond to non-test 
manifestations o f the construct. This study addressed each o f  these components.
This chapter includes major lindings and conclusions o f this study related to 
the conceptual nature o f  caring, development o f  and construct validity evidence for 
the CI-N, followed by discussion and implications for theory, research and practice.
Major Findings and Conclusions 
Conceptual Nature o f  Caring 
Although the centrality o f  caring in nursing has long been recognized, the 
caring construct continues to lack clarity in definition and description. Several 
models o f caring have been advanced in the literature and Fry (1990) has 
characterized them as three types: cultural, feminist or humanistic. The conceptual 
framework for this study is derived primarily from a humanistic perspective which 
views caring as a natural and universal slate o f  human existence. Although caring 
is viewed in the extant literature as an innate human quality, the ability to maximize 
the potential for caring is believed to be dependent upon environmental influences 
and life experiences.
While the initial conceptual model o f caring on which this study is based 
depicts affective, cognitive and behavioral components o f caring, the interactive 
nature o f  these elements was not emphasized. In fact, this study sought to separate 
and more clearly delineate those aspects of caring considered humanistic qualities
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from those which are more behavioral in nature. This was done to enable 
investigation of the relationship between and among the affective and behavioral 
components of caring in various contexts. While the context o f nursing was chosen 
for this investigation, findings from this study are considered useful for initiation o f  
similar studies o f  other helping professions.
Through review of the literature and interviews with clients and nurses, 
elements o f  humanistic caring were condensed into four clusters. While it was 
recognized that the clusters were not likely independent o f  each other, the nature o f  
the relationships among dimensions was not known. Findings from this study were 
helpful in clarifying some of these relationships. Atwood (1980) notes that 
theoretical or conceptual models which guide instrument development may introduce 
error from under-representation (omission o f key variables), over-representation 
(including irrelevant variables), and inaccurate definition o f variables or relationships.
Figure 3 depicts a conceptual model supported by the findings of this study 
and continued literature review . The model reflects the contribution o f both cognitive 
and affective influences in the formulation o f attitudes, values and 
beliefs considered essential for caring in the context o f  professional nursing.
Affect consists o f attitudes, values, interests and beliefs o f  the caregiver. The 
cognitive component, while not the target o f this study, incorporates the knowledge 
and skills considered essential for competent caregiving.
The dotted line between cognition and affect indicates the interactive nature 
o f  these components. For example, altitudes and values motivate learning o f content
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and processes which result in competent caregiving. Likewise, cognitive processes 
which allow comprehension and synthesis o f new ideas are instrumental in 
formulation o f attitudes and values.
As suggested by the conceptual model (Figure 3), dimensions o f  caring are 
derived from the affective domain (attitudes, beliefs and values) and incorporate 
cognitive processes. These dimensions are fundamental for caring behavior in the 
context of professional nursing. Each dimension consists of subconstructs derived 
from the literature which serve to further define the dimension. For example, 
Receptivity is characterized by interpersonal sensitivity and feelings o f
connectedness. The line through the subconstructs indicates that the dimensions are 
not completely independent, but are interactive.
Content validation and factor analyses completed in this study generally 
corroborate the four hypothesized dimensions o f receptivity, responsivity,
moral/ethical consciousness and professional commitment. Results o f  a second-order 
factor analysis suggested that the conceptual structure of the construct may be more 
higher-order than originally conceptualized. Further study seems suggested in order 
to determine if  second-order factors defined by sufficiently high loadings on only 
one or two Cl-N items may be tapping subconstructs within the broader dimensions 
o f Receptivity, Responsivity, Moral/Ethical Consciousness and Professional
Commitment.
Although empathy and nurturance were initially viewed as primary
components o f the dimensions labeled Receptivity and Responsivity, respectively,
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these elements were found to contribute significantly to the variance in responses for 
each o f  the four dimensions. Therefore, these elements are considered fundamental 
to each o f the affective dimensions in the nursing context. It seems likely that these 
two concepts are inherent to all human caring and are basic to caring across contexts.
As shown in Figure 3, caregiving behavior is perceived as resulting from  the 
interaction o f  cognitive and affective domains and is viewed as transactional with the 
client, resulting in cither positive or negative affective, cognitive and behavioral 
outcomes for the client. These outcomes feed back to the caregiver to reinforce 
behavior or to provide additional insight to influence affective or cognitive processes. 
The broken line from caregiver to client indicates reciprocity in the caregiving 
experience.
Findings from tests o f stability with the CI-N in this study indicated that 
Receptivity and Professional Commitment are moderately stable components, while 
Responsivity may tend to be more easily influenced by environmental variables. 
Responsivity is conceptualized as the tendency to respond to others and offer 
support. This tendency is thought to be motivated by a sense o f altruism, which in 
turn, has been associated with empathic response. This conceptualization im plies that 
Responsivity is closely associated with emotional responses or affective states.
It is reasonable to suspect that Responsivity as an element o f  caring is rather 
fluid and dynamic, while other dimensions o f caring, such as Professional 
Commitment, may be more value-driven and trait-related and, therefore, m ight
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demonstrate greater consistency/stability over time. It is also plausible that 
dimensions such as professional commitment may be more influenced by cognitive 
elements, which could also impact stability.
One purpose o f this study was to explore relationships among hypothesized 
dimensions and other constructs conceived to be a part o f  the conceptual network o f 
caring. Cronbach and Meehl (1955) referred to these hypothesized relationships 
between constructs as the "nomological net". Findings from this study support the 
constructs o f  empathy, nurturance, open-mindedness and commitment as a part o f 
nomological network o f caring. The relatively low variance explained by 
combinations of criterion variables indicates that other elements in addition to these 
criterion variables are also a part o f the caring construct. It is concluded from this 
study that receptivity, responsivity, moral/ethical consciousness and professional 
commitment comprise significant dimensions of the affective component o f  caring.
In summary, the results o f this study support the following major conclusions 
related to the conceptual nature o f caring: (a) Caring is a multifaceted construct 
consisting o f  affective, cognitive, and behavioral components, (b) attitudes and values 
(represented by dimensions o f Receptivity, Responsivity, M oral/Ethical 
Consciousness and Professional Commitment) are verifiable correlates o f  caring 
behavior in the specific context of professional nursing, and (c) some elements o f 
these affective dimensions are more enduring over time, while others seem more 
easily influenced by external factors.
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Instrument Development 
Results o f  this study support the notion that caring can be measured and that 
the CI-N has adequate psychometric properties to  be used for further research related 
to the construct o f caring. Instrument development was based upon the conceptual 
framework derived from the literature and empirical observations. There was 
agreement among content and measurement experts that items on the CI-N are strong 
indicators o f  the respective dimensions which they represent. Importantly, these 
results indicate that there is reasonable professional consensus about what caring is 
and what the various CI-N dimensions represent.
Factor analyses with oblique rotation supported the premise that the items 
represent somewhat separate, though related, dimensions. With few exceptions, items 
which clustered with factor loadings meeting pre-determined decision rules were 
grouped with items intended to represent a particular dimension. Several items
written to represent receptivity clustered instead with responsivity items. These
findings are consistent with those o f the initial pilot studies o f the CI-N and they 
suggest that these dimensions are conceptually related and should, perhaps, be more 
carefully differentiated.
W hile several CI-N items intended to represent moral/ethical consciousness
loaded on the same factor, only five items were retained to represent this broad
dimension. While the literature related to caring consistently refers to these 
components in tandem, other sources which address ethical issues tend to separate 
ethical standards from moral issues. These results suggest that the moral and ethical
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components o f caring might be addressed as separate entities, and perhaps need to 
be more clearly operationalized in further instrument development.
Validity analyses o f the CI-N using various criterion measures demonstrated 
that subscales o f the Cl-N contain indicators representing constructs such as 
empathy, nurturance, open-mindedness and commitment. These findings support the 
conclusion that the Cl-N measures constructs included in the conceptual framework.
The literature supports the use o f a variety of factor analytic methods, ranging 
from relatively simple to very complex procedures. Nunnally (1975) suggests that 
while complex methods may be interesting from a mathematical point o f  view, most 
offer very little in an explanatory sense to the more simple approaches to factor 
analysis. The primary purpose o f completing factor analyses of the CI-N in this study 
was to examine item structure and content for the purpose o f  instrument 
development. While factor analyses generally supported the multidimensional nature 
o f  the caring construct, the total variance explained in the factor analysis solutions 
and regression analysis suggests that elements o f caring other than those identified 
in this study should be addressed in future studies.
Using standards for the initial development o f instruments like the CI-N 
suggested by Nunnally (1978) (minimum reliability coefficient o f .70 for attitudinal 
scales), internal consistency coefficients were satisfactory for the Responsivity and 
Professional Commitment subscales, but were somewhat lower than desired for the 
Receptivity and Moral/Ethical Consciousness subscales. These findings show that the 
CI-N items operationalizing the Cl-N Receptivity and Professional Commitment
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subscales are reasonably homogenous and that additional item development and 
subsequent research seems needed to better operationalize the Responsivity and 
Moral/Ethical Consciousness subscales.
Findings related to CI-N stability over a three week period demonstrated that 
the Receptivity and Professional Commitment dimensions are reasonably stable. 
However, the test-rctest correlation coefficient for the Responsivity dimension was 
not as high. This finding is consistent with the conceptualization o f Responsivity as 
more dynamic in nature than Receptivity and Professional Commitment.
Regression analyses o f data provided evidence that items comprising the 
Responsivity, Professional Commitment. M oral/Ethical Consciousness and 
Receptivity subscales o f  the Cl-N collectively accounted for 79%  o f the variance in 
clients’ perceptions o f caring by nurses. While the relationship between the 
Responsivity dimension and client perceptions of caring was strongly positive, the 
regression results suggest that using all dimensions as a collective measure o f caring 
might serve to more meaningfully operationalize the construct o f  caring. The strong 
relationship between the CI-N subscales and client perceptions o f nurses’ caring 
behaviors also support the use of self-report m easures as a valid source o f 
information about caring.
Since most criterion measures employed in this study shared a common 
method of measurement (self-report), the influence o f shared method variance on the 
correlations supporting the validity of the CI-N and can not be overlooked. However, 
the fact that the CI-N scales were differentially related to various validation criteria
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suggests that common method variance may not be a significant factor affecting CI- 
N validity coefficients reported in this study. Additionally, social desirability items 
included on the Cl-N did not make a significant contribution to the variance in 
responses.
In summary, results o f this study suggest the following major conclusions 
related to instrument development: (a) The multidimensional nature o f the affective 
component o f caring can be empirically verified, (b) self-report measures are 
reasonably valid and reliable tools for measuring the affective component o f  the 
construct o f  caring, (c) further development of the Cl-N M oral/Ethical Consciousness 
dimension is needed to improve validity and reliability, and (d) it is reasonable to 
assume that some dimensions o f caring as measured by the CI-N are more stable 
than others.
Criterion-Related Validity
Further evidence for substantiating the construct validity o f  the CI-N was 
collected through concurrent examination of scores on the CI-N and client 
perceptions o f caring by nurses, and comparison of differences in CI-N scores for 
groups based upon peer designation as very caring. Relationships were also examined 
between the Cl-N and other measures of caring and constructs considered a part o f 
the nomological network o f caring.
Significant differences were found in scores on the CI-N for nurses 
designated by peers as very caring. Likewise, a strong relationship was identified 
between scores on the CI-N and mean scores on a scale measuring clients’
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perceptions o f caring by the nurse. Responsivity and Professional Commitment 
appear to be important dimensions in determining perceptions o f  clients. The four 
Cl-N subscales explained a major portion of the variance among mean scores on the 
Client Perception of Caring. The high correlation between Responsivity (r=.80) and 
client (patient) ratings o f  nurses' caring behavior suggests that patient ratings are 
perhaps quite useful in criterion-related validity studies with instruments like the CI- 
N. Additionally, this finding provides some support for the caring construct being 
amenable to influences derived from interactions with patients (see Figure 3). Given 
the strong CI-N validity finding, it should also be noted that the Client Perception 
o f  Caring Scale was the most reliable o f all criterion measures used in this study.
Relationships established between subscales o f the CI-N and the various 
criterion measures provide further evidence o f construct validity. Multiple criterion 
variables were utilized to explore a variety o f validity concerns. Moderately strong 
relationships were found between Receptivity and Empathy, Responsivity and 
Nurturance, and Professional Commitment (in the nursing context) and a general 
measure of commitment. In addition, a moderately strong, negative relationship was 
found between Moral/Ethical Consciousness and Dogmatism. Since the Dogmatism 
Scale is considered a measure of open/close-mindedness, it follows that individuals 
who score low on the Dogmatism Scale would be considered open-minded. These 
findings support the conclusion that the Cl-N incorporates constructs conceived as 
a part of the conceptual framework, but that caring is not the same as any other
R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
142
singular construct included as a criterion variable. It should be noted that reliabilities 
demonstrated by some criterion measures were relatively low. Since reliability sets 
limits on validity, it is likely that stronger evidence for validity o f  the CI-N subscales 
in future studies will be demonstrated with the use o f more reliable criterion 
measures.
Also of interest is the significant (though small) negative relationship between 
Aggression and Professional Commitment. Investigation o f  the link between 
frustration and aggression and the effect o f mediational (person state/trait) variables 
has a long history in psychology (Dollard, Doob, Miller, Mowrer, Sears, Ford, 
Hovland & Sollenberger, 1939; Allport. 1958). Social learning theorists suggest that 
aggression is not inevitable when frustration occurs and may depend upon internal 
controls within the individual (Mischel. 1971). From this perspective, it may be that 
those high in Professional Commitment also maintain high levels o f frustration 
tolerance and low levels o f aggression in their work in the helping professions.
In summary, the results o f this study support the following major conclusions: 
(a) The CI-N exhibits conceptually meaningful criterion-related validity with a 
variety o f  criterion measures, (b) client ratings appear to be the most reliable 
criterion for measure o f earing in the specific context o f  nursing, (c) peer ratings can 
also serve as a reasonable means to differentiate degrees o f  caring in the helping 
professions, and (d) clients and peers differ in the bases used forjudging caring in 
helping professionals.
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Supplemental Findings 
Findings of this study generally indicate that demographic characteristics did 
not contribute significantly to differences in scores on the CI-N. One exception to 
this trend was the notably higher mean scores on all CI-N subscales for women. The 
significant difference in mean scores by gender was not unexpected due to the strong 
influence o f  empathy across dimensions. M ehrabian and Epstein (1972) have found 
that men consistently score lower on empathy measures than women. These findings 
support prior research findings that women tend to be more empathetic than men.
Interestingly, means for younger nurses were significantly higher in 
receptivity and responsivity than nurses in the 45 to 55 year-old age group. This 
corresponded to the significantly higher scores in receptivity for nurses employed 
less than one year. This is likely related to the enthusiasm associated with entry into 
a profession for the younger group, and perhaps a tendency for burnout in the older 
age group and for those w'ilh several years experience.
Likewise, less experienced nurses scored significantly higher than those with 
11-20 years experience. While means for those with a greater number o f  years o f 
experience were not significantly different from those in the middle years, these 
findings are similar to those of Becker (1960), who found that commitment is very 
high in the early years o f  a career, declines during the middle years, and increases 
again in later years.
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Discussion and Implications 
The study o f the relevance of caring to the helping professions is currently 
in its infancy. Inquiry related to the construct o f caring has been somewhat limited 
due to the lack o f consistency in definitions o f caring and the need for appropriate 
measurement instruments. This study sought to clarify the nature o f the construct 
o f  caring and to develop an instrument for m easuring the affective component o f 
caring in order to expand the potential for further research related to this 
phenomenon. The conclusions drawn from findings o f  this study have a number o f 
implications for theory, research and practice.
Development o f a conceptual model is useful in beginning theory 
development and begins with concept definition and continues with descriptions o f 
linkages among concepts (Fawcett. 1980). The conceptual model supported by 
evidence from this study envisions caring attitudes and values represented by 
receptivity, responsivity, moral/ethical consciousness and professional commitment 
as essential prerequisites to caring behavior in the helping professions.
While these dimensions o f caring are considered primarily a part of the 
affective domain, the inextricable relationship between the affective and cognitive 
dom ains is recognized. It is clear that caregiving involves affective, cognitive and 
behavioral components. There is a need for further research to address specific, 
essential elements o f the cognitive domain and how  these elements interact with 
affective dimensions o f caring.
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Results o f this study and the literature on caring suggest that empathy and 
nurturance are at the foundation o f affective dimensions o f caring. Therefore, future 
conceptualizations o f the caring construct, research on caring, and concern for caring 
in the helping professions need to address these elements.
Although there has been little consensus in the literature about the definition 
of caring, agreement among experts used in this study to verify dimensions which 
comprise the Cl-N indicates that experts do agree about some aspects o f caring. 
However, the results o f various validity and reliability analyses completed suggest 
that subsequent CI-N instrument development should include further refinement o f  
subscales, confirmatory factor analyses, and continued study o f construct validity 
using additional criterion measures other than those incorporated into this initial 
study. Subscale refinement is o f  particular concern for the CI-N Receptivity and 
Moral/Ethical Consciousness subscales, where internal consistency reliabilities were 
less than desired. Additional items should be piloted which reflect the Receptivity 
and Moral/Ethical dimensions since the small number o f  items reiained on these 
subscales likely contributed to reliability levels that were somewhat lower than 
desired.
Findings that some subscales o f the CI-N measure dimensions o f caring that 
tend to be relatively stable, while other subscales are more easily influenced by 
factors over time, also present interesting implications for further research. For 
example, receptivity includes elements of interpersonal warmth and sensitivity and 
the tendency to enjoy relating to others. Some of these characteristics are similar to
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those outlined by trait theorists in describing the extroversion-introversion 
continuum, which is considered to be a relatively stable trait across many contexts 
(Mischel, 1971).
Likewise, professional commitment is steeped in values related to what one 
views as important and what is perceived as a professional obligation in pursuing 
goals consistent with the individual's values. By definition, professional commitment 
implies consistency. Individuals who value helping behavior and view themselves in 
a helping role as professionals would, therefore, be more likely to strive to maintain 
consistency and harmony with this view. Festinger’s (1957) theory o f cognitive 
dissonance suggests that individuals continuously attempt to m aintain cognitive 
consistency, particularly related to self-concept. The relationship between self- 
concept and professional commitment may warrant further investigation.
The notion that receptivity and professional commitment may emanate from 
more stable personality characteristics implies that these dimensions may be 
determined more by the individual than the environment. The speculative association 
between frustration tolerance and professional commitment further points to the 
internalized nature of professional commitment and the implication that this 
dimension includes affective characteristics which are not easily changed. 
Conversely, responsivity seems to be more easily influenced by external factors in 
the environment. Further research is suggested to investigate what specific 
environmental factors impact responsiveness in the nurse.
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Results o f this study also suggest some methodological considerations. Self- 
report measures such as the CI-N. as well as judgm ents by peers and clients, have 
been shown to be effective sources o f  information about caring which could prove 
to be valuable in further research. While peer and client ratings provided sources of 
information which corroborated self-report findings, there is evidence that the use 
o f other methods o f  data collection may be useful in further validation o f various 
dimensions o f the CI-N. For example, the strong relationship between Responsivity 
and client perceptions o f caring may indicate that Responsivity includes 
characteristics which are more readily observed at the behavioral level. I f  this is the 
case, then direct, systematic observation o f nurses’ caring behaviors may be a 
measurement method o f choice in future research designed to further explicate and 
better understand components o f the conceptual model o f  caring developed in this 
study.
Likewise, other methods o f  measuring professional comm itm ent in the nursing 
context could include the use o f documentation o f continued competence and 
evidence o f goal achievement with clients. In addition to exploring multiple-methods, 
continued investigation o f  other characteristics associated with each o f  the identified 
caring dimensions would be helpful in further delineating the construct o f  caring.
Cronbach and Meehl (1955) and Messick (1989) imply that construct validity 
is on-going and never really completed. More recently, Shepard (1993) expressed 
concern that the accepted view that construct validation is never-ending will 
encourage researchers to abbreviate investigations under the pretense that the task is
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insurmountable anyway. Shepard proposes that validity questions be prioritized and 
based on the question o f what the testing practice claims to do. Using Shepard’s 
guidelines, construct validity for an instrument such as the CI-N, developed primarily 
for the purpose o f research, would involve exploration of construct meaning and 
value implications o f test interpretation. Results of this study support the notion that 
caring can be reliably measured and that the CI-N has adequate psychometric 
properties to be used for further research related to the construct o f  caring. The 
value implications of CI-N scores were not explored in this study. However, 
questions related to this element o f the validity of the caring construct in the helping 
professions with measures like the Cl-N seem quite worthwhile.
W hile the sample for this study included nurses in current practice in acute 
care settings, further study might include nurses in a variety o f  other settings. 
Additionally, revisions in the wording o f some items could provide a  more generic 
instrument which could be used to investigate variations in caring across various 
professional groups. Although this investigation focused on caring in the specific 
context o f  professional nursing, other helping professions could benefit from similar 
context-specific studies o f the nature and role of caring. Results o f  such studies 
would be helpful in determining if caring is indeed contextually based. Items on the 
CI-N could easily be adapted for other helping professions such as teaching, 
counseling, social work, medicine, etc.
While not a major concern here, several practical implications for use o f the 
CI-N may be derived from this study, fo r  example, the point has been m ade that
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affective components o f caring should be addressed in nursing education (as well as 
education for other helping professions). The CI-N could prove to be a useful tool 
in monitoring student progress and outcomes in attainment o f  objectives related to 
caring.
Increased competition has led hospitals and other health-care agencies in 
recent years to focus greater attention on client satisfaction in order to expand their 
market-share o f health care dollars. Findings concerning the relationship between 
client perceptions o f caring and responsivity have implications for staff development. 
The results reported in this study suggest that it is likely that concentrating on means 
to culture elements o f  responsivity in nurses might produce the most positive results 
in client satisfaction o f  care.
In addition, health care professionals may find a self-report instrument such 
as the CI-N helpful for self-assessment in determining continuing education needs. 
Burnout, or the syndrome o f emotional exhaustion that is prevalent among helping 
professionals, has been closely linked with the loss o f  the ability to care (Kozier, Erb 
& Blais, 1992). An instrument such as the CI-N could be useful in exploring the 
relationship between affective components o f caring and burnout.
Many questions remain unanswered about the phenomenon of caring. For 
example, little has been explored about the development o f  caring. Are there
predictable changes that occur over the life span? Is developm ent o f  caring
susceptible to critical incidents, or does it develop incrementally? Are there
differences in development of the various dimensions o f caring? These questions
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provide many conceptual and measurement challenges which are not addressed in 
this study that warrant future systematic investigation.
Study Summary
This study was conducted in three phases which included development o f a 
conceptual framework for the construct of earing in the context o f  a helping 
profession, development o f  an instrument which reflects the affective components o f 
caring as described in the conceptual framework, and exploration o f construct 
validity o f  the Carina Inventory for Nurses (CI-N) for use as an instrument for 
further research related to caring.
The conceptual framework that guided this study was derived through 
extensive review of the literature and interviews with nurses and patients/clients. It 
is based upon a humanistic perspective which envisions caring as multifaceted with 
affective, cognitive and behavioral components, and which assumes that the affective 
and cognitive components arc prerequisites for caring behaviors to occur. This study 
focused on the affective component or' caring, consisting of four dimensions: 
receptivity, responsivity, moral/ethical consciousness, and professional commitment.
The Carina Inventory for Nurses (Cl-N) was developed through a series of 
content reviews and pilot studies. The instrument used for data collection in this 
study consisted of forty items, with ten items representing each o f  the four 
hypothesized subscales. The scale utilized a self-report Likert format ranging from 
Stronalv Disaarcc (1) to Stronalv Aarec (4).
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The sample for the study included all registered nurses (n=734) em ployed in 
14 randomly selected acute care hospitals. O f this sample, a total o f  421 volunteer 
nurse participants completed data collection tasks as requested (57.3% ). Each o f  
these participants completed the CI-N. and various sub-groups from the total sample 
completed at least three additional instruments which were used to examine criterion- 
related validity characteristics o f  the Cl-N.
A variety o f data analyses were completed on the total sample o f respondents 
and on various sub-samples used to explore the psychometric characteristics o f  the 
CI-N. Analyses included descriptive statistical summaries, a series o f  orthogonal and 
oblique factor analyses, Pearson Product-Moment correlations, multiple regressions, 
t-tests, and Alpha reliabilities.
The results o f this study provided considerable evidence to support the 
construct validity and measurement reliability o f  the CI-N. Results o f  the factor 
analyses suggested that a four-factor solution best represented the data and that the 
CI-N measures four moderately related dimensions o f caring in the context o f  
professional nursing. Construct validity evidence was derived from multiple sources 
including correlations between the CI-N subscales and a series o f concurrently 
administered criterion measures. Statistically significant, conceptually m eaningful 
correlations between the CI-N subscales and the various criterion measures used 
were established. Considered collectively, these results supported the construct 
validity o f  the Carina Inventory for Nurses.
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While this study was specifically focused on caring in the context o f the 
nursing profession, the dimensions o f caring examined are believed to be generic to 
other helping professions such as teaching, social work, counseling and medicine, as 
well. Items on the Cl-N can seemingly be easily adapted to explore the nature o f 
caring in these groups. This study represents the first known attempt to use multiple 
validation criteria in a single research study to explore the construct o f  caring. 
Considered collectively, the results suggest that the construct o f  caring can be 
measured with reasonable confidence in a manner that reflects the conceptual and 
theoretical formulations o f caring in the extant literature. Implications o f  the findings 
were discussed from conceptual/theoretical and methodological perspectives, and 
suggestions for using the CI-N in professional practice were given.
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Table B-l
Summary of Descriptive Statistics for QMEEa (n=T01)
178
Characteristic Mean Standard Frequency
Deviation
Overall 43.7 21.8 101
Gender
Female 45.6 19.8 96
Male 9.2 19.9 5
Age
20-25 43.7 14.7 4
26-35 43.7 20.2 44
36-45 47.1 19.6 26
46-55 42.2 25.0 26
over 55 5.0 0.0 1
Marital Status
Single 29.0 16.1 4
Married 46.4 20.6 81
Separated
/Divorced 39.7 19.9 14
Widowed 0.0 7.0 2
Years Experience
less than 1 45.5 12.7 11
1-5 54.8 20.3 23
6-10 41.1 25.7 20
11-20 40.8 19.9 35
over 20 34.7 19.8 12
(table continues-)







Full-Time 43.3 21.2 99
Part-Time 67.5 .7 2
Education
Masters-Nsg. 51.3 12.5 3
Baccalaurete
in Nursing 44.2 18.9 13
Baccalaurete
(other) 72.0 1.4 2
Diploma 24.8 23.0 13
Associate in
Nursing 45.0 24.7 21
Vocational 50.5 15.3 19
Practice Area
Medical/Surg. 38.1 25.2 38
I.C.U. 37.2 17.5 11
Nursery 41.0 21.3 9
Emergency 52.3 24.2 10
O.R. 54.7 9.9 7
Other 49.8 14.2 26
Hospital Size
0 -100 36.4 23.1 15
101-200 41.8 22.6 28
201-400 45.5 20.3 38
over 400 49.1 19.4 20
a Possible scores ranged from -132 to +132
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Table B-2
Summary o f Descriptive Statistics for PRF-NS (n=133)
Standard
Characteristic Mean Frequency Deviation
Overall 11.7 2.6 133
Gender
Female 11.9 2.5 123
Male 9.6 2.9 10
Age
20-25 12.2 1.3 8
26-35 11.1 2.8 57
36-45 11.8 2.5 48
46-55 12.5 1.8 16
over 55 14.5 0.5 4
Marital Status
Single 10.2 2.5 13
Married 11.9 3.1 108
Separated/
Divorced 11.6 2.6 12
Years Experience
less than 1 10.4 3.1 5
I-5 11.7 2.2 44
6-10 11.7 3.0 31
II-20 11.4 2.5 37
over 20 12.7 2.8 16
Employment Status
Full-Time 11.7 2.6 127
Part-Time 12.0 2.0 6
(table continues!







Masters-Nsg 13.6 1.5 3
Masters(Other) 11.0 .0 2
Baccalaureate
in Nursing 11.9 2.4 55
Baccalaureate
(other) 11.4 2.4 7
Diploma 12.0 3.0 13
Associate
in Nursing 11.2 2.8 41
Vocational 12.1 2.1 13
Practice Area
Medical-Surg. 11.3 2.8 33
Pediatrics 12.0 1.1 4
Geriatrics 14.0 1.5 14
I.C.U. 10.1 2.2 20
Nursery 11.3 2.4 11
Emergency 12.1 1.6 9
O.R. 12.5 2.7 9
Other 11.8 2.5 33
Hospital Size
0 -100 12.0 2.2 31
101-200 11.5 3.2 30
201-400 11.3 2.4 43
over 400 12.0 2.5 29
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Table B-3
Summary of Descriptive Statistics for PRF-AS (11=102)
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Table B-3 (continued)
Characteristic Mean Standard Frequency 
Deviation
Education
Masters-Nursing 7.6 3.0 3
Baccalaurete
in Nursing 6.3 2.8 42
Baccalaurete
(Other) 7.0 0.0 2
Diploma 5.3 2.9 13
Associate
in Nursing 5.8 3.5 22
Vocational 6.5 3.1 20
Area of Practice
Medical-Surg. 6.6 3.2 39
I.C.U. 4.7 2.1 11
Nursery 6.4 3.6 10
Emergency 4.8 2.8 9
O.R. 7.1 1.3 7
Other 6.3 2.9 26
Hospital Size
0-100 6.7 2.3 15
101-200 6.4 3.2 30
201-400 6.2 3.4 37
over 400 5.5 2.5 20
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Table B-4
Summary of Descriptive Statistics for DS (n=135)
Standard
Characteristic Mean Deviation Frequency
Overall -14.5 17.6 135
Female -15.0 18.1 125
Male - 8.8 8.0 10
Age
20-25 -11.0 9.2 8
26-35 -13.0 17.9 58
36-45 -15.4 19.2 49
46-55 -15.3 12.6 16
over 55 -29.5 21.3 4
Marital Status
Single -10.6 11.9 14
Married -15.1 18.4 109
Separated/
Divorced -14.0 16.0 12
Years in Practice
less than 1 - 7.0 17.3 5
I-5 -16.0 17.4 45
6-10 -12.8 15.9 32
II-20 -18.0 15.6 37
over 20 - 8.1 24.1 16
Employment Status
Full-Time -14.6 17.2 128
Part-Time -13.4 24.6 7
/table continues)







Masters-Nsg. -20.0 16.0 3
Masters (other) -25.5 .7 2
Baccalaurete
in Nursing -13.4 16.7 56
Baccalaurete
(other) -26.6 18.0 8
Diploma -19.5 17.6 13
Associate
in Nursing -10.3 19.0 40
Vocational -17.1 15.4 13
Practice Area
Medical-Surg. -11.6 13.7 36
Pediatrics - 8.2 15.8 4
Geriatrics -24.7 10.3 14
I.C.U. - 5.5 13.2 20
Nursery - 9.3 17.6 11
Emergency -22.1 10.9 10
O.R. - .4 24.7 9
Other -23.5 19.8 31
Hospital Size
0-100 -16.2 16.0 32
101-200 -13.5 16.3 33
201-400 -13.2 19.0 41
over 400 -15.8 19.2 29
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Table B-5








































































Masters-Nsg. 31.3 3.0 3
Masters (other) 29.0 0.0 2
Baccalaurete
in Nursing 27.8 6.0 53
Baccalaureate
(other) 27.2 3.1 8
Diploma 2.9.6 4.7 13
Associate
in Nursing 29.1 4.5 39
Vocational 29.0 6.2 14
Practice Area
Medical-Surg. 28.1 4.7 33
Pediatrics 29.0 3.4 4
Geriatrics 30.2 5.2 14
I.C.U. 28.1 5.2 18
Nursery 26.2 7.1 11
Emergency 29.7 4.5 10
O.R. 26.6 5.1 9
Other 29.5 5.5 33
Hospital Size
0-100 28.0 5.3 30
101-200 29.9 4.1 32
201-400 27.9 5.6 42
over 400 28.6 5.8 28
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T a b le  C - l
Summary o f One-Factor Solution for the Caring Ability Inventory






















































* Denotes items meeting criteria for retention
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Table C-2
Three-Factor Solution With Orthogonal Rotation for Caring Ability Inventory
Item Communality I II III
1 .483 .52 .45 .11
2 .239 .41 .27 .08
3 .082 .04 .04 .56
4 .516 .45 .11 .20
5 .070 .04 .24 .11
6 .208 .26 .06 .37
7 .418 .23 .14 .59
8 .475 .47 .31 .40
9 .090 .31 .21 .19
10 .247 .06 .45 .20
11 .490 .68 .16 .06
12 .365 .55 .10 .24
13 .648 .71 .32 .19
14 .444 .56 .15 .33
15 .336 .56 .13 .07
16 .240 .04 .16 .46
17 .388 .02 .61 .12
('table continues!
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Table C-2 (continued)
Item Communality I II III
18 .599 .49 .59 .04
19 .454 .21 .64 .03
20 .359 .01 .55 .24
21 .422 .26 .59 .09
22 .396 .07 .57 .26
23 .216 .20 .41 .09
24 .519 .59 .40 .07
25 .187 .29 .20 .25
26 .384 .37 .16 .47
27 .448 .02 .59 .32
28 .343 .2.3 .08 .54
29 .491 .48 .30 .41
30 .272 .13 .32 .39
31 .377 .17 .06 .59
32 .388 .57 .23 .10
33 .439 .65 .12 .03
34 .675 .80 .04 .17
35 .603 .67 .38 .11
(table continues)
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Table C-2 (continued)
Item Communality I II III
36 .662 .23 .77 .15
37 .273 .36 .32 .20
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T ab le  D - l 196
Item Ranges, Means and Standard Deviations 
Caring Inventory for Nurses (n=421)
for the
Item
Number Min Max Mean
Standard
Deviation
1 1 4 3.05 .65
2 I 4 3.23 .57
3 1 4 3.38 .62
4 1 4 3.73 .47
6 1 4 3.02 .70
7 1 4 3.19 .65
8 1 4 3.45 .65
9 1 4 3.45 .69
11 1 4 2.80 .66
12 1 4 3.75 .54
13 1 4 3.37 .69
14 2 4 3.50 .57
16 1 4 2.74 .68
17 1 4 2.99 .59
18 1 4 2.98 .63
19 1 4 3.42 .70
(table continues)




Number Min Max Mean
22 1 4 2.66 .74
23 1 4 3.59 .64
24 1 4 2.94 .75
26 1 4 2.78 .67
27 1 4 3.10 .63
28 1 4 3.25 .57
29 1 4 2.75 .70
31 1 4 2.96 .69
32 4 3.21 .54
33 1 4 3.38 .87
34 1 4 2.99 .85
36 1 4 3.04 .68
37 1 4 3.08 .66
38 1 4 3.33 .68
39 1 4 3.07 .63
41 1 4 3.19 .57
42 1 4 3.26 .57
43 1 4 2.75 .64
liable continues)




Number Min Max Mean
Standard
Deviation
44 1 4 3.01 .62
46 1 4 3.58 .53
47 1 4 2.50 .69
48 1 4 3.58 .57
49 2 4 3.61 .54
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